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FROM MC NAGHTEN TO DURHAM, AND BEYOND* 


BY SIMON E. SOBELOFF 
Solicitor General of the United States 


“Insanity and the Criminal Law” is a complicated and difficult 
subject, and its literature is as voluminous as it is interesting. 

Let me first of all state that I speak only for myself. Proposals 
for improvement of criminal law and procedure are under consider- 
ation in the Department of Justice, and likely the matters which I 
shall touch upon here, informally and non-technically, will be given 
thorough consideration and the results embodied in a program for 
legislation which it is hoped will be presented by the department 
next year. 

We are concerned here only with the question of criminal respon- 
sibility. We are not dealing with problems of mental capacity to 
contract or generally to manage one’s affairs, or with the stand- 
ards to be followed in civil commitment proceedings—although 
what will be said here necessarily has a bearing on these questions. 

How far persons suffering from mental disease, mental defi- 
ciency, or other forms of mental abnormality, should be held le- 
gally responsible for breaches of the criminal law, is something 
that has stirred vigorous debate for a long time. As you know, in 
ancient times lunatics were not regarded as suffering from disease 
but were believed to be possessed of demons, the result of their 
evil passions. For this wickedness they therefore deserved to be 
and were beaten, kept in chains, and not uncommonly sentenced to 
death by burning or hanging. If acquitted, they went free, often 
a menace to their own and others’ safety. An early formulation of 
a rule to determine criminal responsibility may be traced to Eng- 
land in the early part of the eighteenth century when it was de- 
clared that an accused might escape punishment if he could not dis- 
tinguish good and evil—that is, to use the quaint language of Jus- 
tice Tracy, if he “does not know what he is doing, no more than 

. a wild beast.” 

The extreme and picturesque requirement that to qualify for im- 
munity the accused shall know no more than a wild beast was al- 
tered and moderated somewhat about 1760. The terms “right and 
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wrong” were substituted for “good and evil,” and the accused no 
longer needed to be reduced to a bestial level. The generally prev- 
alent American rule stems directly from the famous McNaghten 
case,’ in 1843, in which 14 out of 15 English justices agreed that: 
“the jurors ought to be told in all cases that every man is to be 
presumed to be sane, and to possess a sufficient degree of reason 
to be responsible for his crimes, until the contrary be proved to 
their satisfaction; and that, to establish a defence on the ground 
of insanity, it must be clearly proved that at the time of the com- 
mitting of the act, the party accused was labouring under such a 
defect of reason, from disease of the mind, as not to know the na- 
ture and quality of the act he was doing; or, if he did know it, that 
he did not know he was doing what was wrong.’ 

This test, known familiarly as the “right and wrong test,” turns 
on a specified and very limited symptom of insanity, which science 
no longer deems necessarily or even typically associated with most 
serious mental disorders. Only the drooling idiot ean be said to 
have no knowledge of right and wrong, and he almost never gets 
into the criminal court. Judging the issue of insanity according 
to the right-wrong test exclusively is like saying as a matter of law 
that the only acceptable symptom in defining appendicitis is a pain 
in the abdomen and that no other diagnostic symptom is valid. 

In most jurisdictions this “right and wrong test” is still the law 
today. Courts have adhered tenaciously to this rule despite a 
heavy and persistent barrage of criticism for more than a hun- 
dred years. Almost from the moment the McNaghten rule was 
born, it was strongly attacked, not only by physicians, but also by 
such eminent lawyers as Sir James Fitzjames Stephen, author of 
the classic “History of the Criminal Law in England.’”’ <A quarter 
of a century ago, Mr. Justice Cardozo summed up the almost uni- 
versal judgment. “Everyone,” he said, “concedes that the present 
definition of insanity has little relation to the truths of mental 
life.’ 

Mr. Justice Cardozo also said: “If insanity is not to be a defense, 
let us say so frankly and even brutally, but let us not mock our- 
selves with a definition that palters with reality. Such a method is 
neither good morals nor good science nor good law.’” 

A present member of the United States Supreme Court, Mr. Jus- 
tice Frankfurter, recently stated in testifying before the British 
Royal Commission on Capital Punishment: 
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. . . The M’Naghten Rules were rules which the Judges, in response to 
questions by the House of Lords, formulated in the light of the then exist- 
ing psychological knowledge. . . . I do not see why the rules of law should 
be arrested at the state of psychological knowledge of the time when they 
were formulated. . . . If you find rules that are, broadly speaking, dis- 
credited by those who have to administer them, which is, I think, the real 
situation, certainly with us—they are honoured in the breach and not in 
the observance—then I think the law serves its best interests by trying to 
be more honest about it. . . . I am a great believer in being as candid as 
possible about my institutions. They are in large measure abandoned in 
practice, and therefore I think the M’Naghten Rules are in large measure 
shams. That is a strong word, but I think the M’Naghten Rules are very 
difficult for conscientious people and not difficult enough for people who 
say ‘‘We’ll just juggle them’’. . . I dare to believe that we ought not to 
rest content with the difficulty of finding an improvement in the M’Naghten 
Rules.* 

The Royal Commission reported in 1953 that the “right and 
wrong” test had been objected to by experienced doctors for over 
100 years as “based on an entirely obsolete and misleading concep- 
tion of the nature of insanity, since insanity does not only, or 
primarily, affect the cognitive or intellectual faculties, but affects 
the whole personality of the patient, including both the will and 
the emotions. An insane person may therefore often know the na- 
ture and quality of his act and that it is wrong and forbidden by 
law, and yet commit it as a result of the mental disease.’” 

Despite unyielding resistance to any restatement of the rule, it 
was observed nearly 60 years ago that judges of England “gener- 
ally have not hesitated so to interpret the law as to bring within 
its exonerating scope cases in which its narrow, literal interpreta- 
tion would have had a different result.’ 

In fact, Stephen™ is among those who insisted that if a person is 
prevented by mental disease from controlling his conduct he cannot 
be said in any true sense to “know the nature of his act,” and that 
it is to be argued, therefore, that such a person is not criminally 
responsible, even under the MeNaghten rule; but this strained in- 
terpretation of the rule has not appealed to the judiciary. 

In a few American jurisdictions, there has been a minor modi- 
fication or supplementation of the rule, so as to exempt from crim- 
inal responsibility persons suffering from irresistible or uncon- 
trollable impulse. But the word “impulse” is unsatisfactory for it 
covers only a small and very special group of the mentally ill. The 
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word “impulse” is suggestive of some sudden episode, and it is 
well known that in many cases the sufferer acts, not suddenly or 
impulsively, but coolly and with ingenious calculation. This is 
characteristic of many who suffer from schizophrenia or paranoid 
psychosis. Long and sustained brooding is characteristic of cer- 
tain familiar forms of mental illness. 

In 1869 the Supreme Court of New Hampshire,” in the Pike case, 
handed down a historic opinion sweeping aside the McNaghten 
rule. It renounced the MeNaghten rule’s insistence on the right- 
wrong test. The New Hampshire Court did not, however, adopt 
a new set of symptoms to ascertain insanity, for to do so would, in 
its view, have been as arbitrary as the old rule. The court rec- 
ognized simply that an accused person is not criminally responsible 
if his unlawful act was the result of mental disease or mental de- 
fect. Under this decision, insanity is no longer defined as a matter 
of law; instead it is made a question of fact to be determined like 
any other fact. This determination rests upon testimony of the 
psychiatric expert respecting the latest knowledge of human be- 
havior and his interpretation of such knowledge in terms of his ob- 
servations of the accused. 


More than 30 years before the New Hampshire Court decided 
the Pike case, Dr. Isaac Ray, who was consulted by Justice Doe, 
writer of the opinion in that case, attracted widespread attention 
in both the medical and legal professions by his book which is re- 
markable indeed for the clarity and modernity of the views therein 
expressed,” 


Anybody interested in tracing the development of thought on 
this entire subject will find that one of the most rewarding pieces 
of legal literature is the opinion of Judge Somerville in the Su- 
preme Court of Alabama, written in 1886.* The merit of this 
opinion, which reviews not only the legal but the medical know]- 
edge of the day, is highlighted by a dissent which declares that, 
while the majority opinion sounds interesting and persuasive, the 
dissenter deems it his duty as a judge to take into account only 
legal authorities and that extra-legal writings cannot be consid- 
ered safe guides in judicial administration. 

The intervening years have brought abundant confirmation of 
the idea that responsibility implies reasonable integration of the 
total personality, which includes the emotions as well as the intel- 
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leet. Medical psychology teaches that the mind cannot be split into 
watertight, unrelated, autonomously functioning compartments 
like knowing, willing and feeling. These functions are intimately 
related and interdependent. We know today that the external 
manifestations of mental disease follow no neat pattern permitting 
pat legal definitions suitable for universal application. 

Attention is also invited to an interesting and instructive discus- 
sion by Chief Judge Biggs of the Third Cireuit in United States v. 
Baldi,” who stated: 

The human mind. . . is an entity. It cannot be broken into parts, one 
part sane, the other part insane. The law, when it requires the psychiatrist 
to state whether in his opinion the accused is capable of knowing right from 
wrong, compels the psychiatrist to test guilt or innocence by a concept 
which has almost no recognizable reality. 

There is nothing more futile than the search for an absolute test 
as a matter of law; for it is a scientific fact, which has passed into 
common knowledge that no such single test exists. We do not in- 
sist on a legal formula in diagnosing other diseases; why in this 
instance? It is a question of fact like any other, to be decided 
after hearing the explanations of the experts. The weight to be 
assigned to a single phenomenon is not to be determined by a rule of 
law but in a factual judgment. If the issues in a case were whether 
a bone was fractured, and surgeons were told they could give their 
diagnosis and prognosis but must disregard x-ray pictures as ir- 
relevant, no one would think that desirable. If on an issue of 
whether someone had typhoid the pathologist were told that he 
must not consider the laboratory tests, but only one symptom, tem- 
perature, which was solemnly declared legally conclusive, who would 
have confidence in such testing or such procedure? While the tests 
psychiatrists use may lack the precision and finality often associ- 
ated with the x-ray and microscope, it is scarcely arguable that the 
issues will be better decided if the most advanced and enlightened 
thought is barred from the witness stand. 

Justice Doe in the New Hampshire Pike case argued that the 
MeNaghten formula was false and should be rejected because it 
adopted as law a mistake of fact, and that the mistakes of science 
are not science and they are not law. As Justice Doe expressed it 
in a letter to his friend, Dr. Ray, “The theory of the common law is 
that it is unchangeable, that lawyers and judges may make mis- 
takes, as well as men of science, but that the law, being the perfec- 
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tion of reason, does not consist of such mistakes, any more than 
astronomy consists of the idea that the earth is flat and that the 
sun passes over it.’”"* This is an interesting and penetrating obser- 
vation. 


Again, he argues, “The mistake of our predecessors was in tak- 
ing judicial notice of contemporaneous medical opinion and adopt- 
ing it as law.”"" He points out that the rejection of a proven mis- 
take does not make the law variable, but is merely a refusal to con- 
tinue the according of judicial notice to a fact once it is shown not 
to be a fact at all. No new proposition of law is involved. 

There has been much spirited discussion throughout the country 
since the recent decision of the Durham case,"* in which the Court 
of Appeals for the District of Columbia Circuit handed down a 
notable opinion by Judge Bazelon in which he was joined by Judges 
Edgerton and Washington. The full nine-judge bench declined to 
review this decision which adopted in substance the 85-year-old 
New Hampshire rule, relieving the courts in this jurisdiction of 
the unbending McNaghten rule with its discredited right-wrong 
test. 

The full merit of the New Hampshire decision and of the more 
recent District of Columbia opinion in the Durham case is precisely 
that they do not attempt to embody one set of medical theories in 
place of another, for even if it were possible to frame a test em- 
bodying more modern knowledge there would still be the danger 
that in the progress of science the new rule itself might be found 
inadequate. The whole point is not to restrict the test to particu- 
lar symptoms, but to permit as broad an inquiry as may be found 
necessary according to the latest accepted scientific criteria. 

Professor Whitehorn of the Johns Hopkins Medical School, in a 
memorandum prepared for a commission on legal psychiatry, ap- 
pointed in 1948 by the Governor of Maryland, wrote: 

“Psychiatrists are challenged to set forth a crystal-clear state- 
ment of what constitutes insanity. It is impossible to express this 
adequately in words alone, since such diagnostic judgments involve 
clinical skill and experience which cannot wholly be verbalized. 
. . » The medical profession would be baffled if asked to write into 
the legal code universally valid criteria for the diagnosis of the 
many types of psychotic illness which may seriously disturb a per- 
son’s responsibility, and even if this were attempted, the diagnostic 
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criteria would have to be rewritten from time to time, with the 
progress of psychiatric knowledge.”” 

The court in the Durham case direets trial judges within its juris- 
diction to instruct juries that where there is some evidence of men- 
tal disease or defect, in order to convict they must find two things, 
(1) that the accused was not suffering from a mental defect or dis- 
ease, and (2) that even if he was, the criminal act was not the prod- 
uct of that condition, for if the jury finds that the mental disease 
did not cause the act, it should have no influence on the question of 
the defendant’s guilt. 

Critics of this view have not been entirely consistent. On the one 
hand it has been claimed by some of them that the McNaghten rule 
does not need to be changed, for, like the judges mentioned in the 
Royal Commission’s Report,” juries have frequently exercised a 
so-called “moral judgment” to ameliorate the severity of the Mce- 
Naghten rule. Hence, it is argued that even if the rule seems in 
terms to require the defendant to be held responsible, since he knew 
the nature of his act and that it was wrong, if the jury nevertheless 
recognized that a mental condition caused his act, they would likely 
refuse to convict. But why, we permit ourselves to ask, should we 
maintain a rule that must be breached in order to make it work? 

On the other hand, the Durham rule has been criticized on the 
score of its vagueness, for it does not pronounce as a matter of law 
precisely what symptoms are sufficient for a finding of mental irre- 
sponsibility. This criticism seems to me without merit. The facts 
as to mental condition will be endless in their variety. It is for the 
psychiatrists, after a study of the defendant, to inform the jury 
of their observations and interpret them in the light of their knowl- 
edge and experience. The jury will consider the evidence of the 
psychiatrists as they do expert testimony in any field. No longer 
will they be restricted to the artificial and discredited right-wrong 
test. They will not be forced to ignore the question of the extent 
to which the defendant’s lack of control over his emotions has de- 
prived him of control over his acts, or, if you please, has overcome 
his will, for that is crucial in arriving at an intelligent verdict. This 
does not mean that the law will no longer recognize that a man has 


free will within normal limits of mental health. As Judge Bazelon 
said in the Durham case: 
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The jury’s range of inquiry will not be limited to, but may include, for 
example, whether an accused, who suffered from a mental disease or defect 
did not know the difference between right and wrong, acted under the com- 
pulsion of an irresistible impulse, or had ‘‘been deprived of or lost the 


power of his will... .”’ 
* * * 


Juries will continue to make moral judgments, still operating under the 
fundamental precept that ‘‘Our collective conscience does not allow punish- 
ment where it cannot impose blame.’’ But in making such judgments, they 
will be guided by wider horizons of knowledge concerning mental life.” 


To put it in general terms, the jury will, as heretofore, be called 
on to distinguish whether the act was done with evil intent (mens 
rea) for which there is criminal responsibility, or was the product 
of a mental condition that makes the act not one of free will, and 
hence not criminally punishable. The right-wrong test is not com- 
pletely abandoned; it is merely dethroned from its exclusive pre- 
eminence. 

Judges and lawyers boast that there is no definition of fraud; 
they think this is in aid of the law’s effectiveness and does not 
weaken it. Its very vagueness is said to be a source of strength, 
for it renders the law more adaptable to unpredictable conditions. 
Or, to take another example: Is the so-called definition of negli- 
gence really a definition? What could be fuzzier than the instruc- 
tion to the jury that negligence is a failure to observe that care 
which would be observed by a “reasonable man”—a chimerical crea- 
ture conjured up to give an aura of definiteness where definiteness 
is not possible. Have you ever tried to imagine what goes on in 
the minds of jurors when they are handed such a formula? No two 
of them would agree on what the standard of due care is. Yet it is 
the best possible working rule, and we do quite well with it in spe- 
cific situations. We recognize that the alternative of a fixed form- 
ula, however ingenious, is bound to prove disappointing in practice. 

Every man is likely to think of himself as the happy exemplifica- 
tion of “the reasonable man”; and so the standard he adopts in or- 
der to fulfill the law’s prescription will resemble himself, or what 
he thinks he is, or what he thinks he should be, even if he is not. 
All these shifts and variations of his personal norm will find reflec- 
tion in the verdict. The whole business is necessarily equivocal. 
This we recognize, but we are reconciled to the impossibility of dis- 
covering any form of words that will ring with perfect clarity and 
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be automatically self-executing. Alas, there is no magie push but- 
ton in this or in other branches of the law. 

To pursue the point further, consider such a term as “due pro- 
cess.” Is there a pat definition to tell us what is “due” in due pro- 
cess? I had a wise teacher at law school who concluded his lecture 
on undue influence in his course in testamentary law by summariz- 
ing, “In short, undue influence is influence which under all the cir- 
cumstances is undue.” Look at such words and phrases as “rea- 
sonable,” “practicable,” “obscene,” “unfair competition,” or “cruel 
and unusual punishment.” Such standards, found in almost every 
branch of the law, are the bases for judgments of law as well as 
fact. They are all as capable of expansion and contraction as the 
subjective judgment of those who interpret them. They must de- 
rive their meaning largely from the common sense of the people 
who apply these terms. 

The concept of causality expressed in the court’s use in the Dur- 
ham case of the word “product” has also been criticized as leaving 
too much to the fact-finders’ discretion, but this is no broader a 
discretion than courts habitually accord juries when they charge 
them to determine proximate cause in negligence cases. 


What we ought to fear above all is not the absence of a definition 
but being saddled with a false definition. We must avoid the rigid- 
ity which precludes inquiry, which shuts out light and insists on 
concepts that are at odds with things known and acknowledged, not 
only by the medical profession, but by all informed men. 


The MecNaghten rule requires medical witnesses to testify in 
terms that to them are artificial and confining. A doctor can offer 
expert judgment when he talks of illness, disease, symptoms, and 
the like. When he is forced to adopt the vocabulary of morality 
and ethics, he is speaking in what to him is a foreign language and 
in an area in which he claims no expertness. If the wrong ques- 
tions are asked, it should surprise no one if wrong answers are 
given. Is it not preferable to permit the medical witnesses suffi- 
cient latitude to describe the conditions and express their findings 
in terms they consider significant and meaningful? 

This very day the American Law Institute is considering the pro- 
posed Model Penal Code, which submits several alternative provi- 
sions concerning mental disease or defect as excluding responsibil- 
ity. Three different formulations have been presented. The first 
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declares that “a person is not responsible for criminal conduct if 

. . he lacks substantial capacity either to appreciate the crim- 
inality of his conduct or to conform his conduct to the requirements 
of law.”” 

Another stresses “capacity either to appreciate the criminality 
of his conduct or to conform his conduct to the requirements of law 
is so substantially impaired that he cannot justly be held respon- 
sible.” Note that the ultimate question to be determined by the 
jury is whether the accused can justly be held responsible for his 
act. 

The third formulation emphasizes capacity to appreciate punish- 
ment as a restraining influence.” 

Even if there were time, I should consider it unprofitable to bur- 
den you with the minutiae of the arguments pro and con that have 
been advanced concerning these several versions. The debate seems 
to reveal a greater degree of accord than of actual disharmony. 
All seem to be agreed that the McNaghten rule is obsolete. All are 
agreed that there are conditions, recognized as disease or defect, 
which in good morals should excuse the afflicted one from criminal 
responsibility. All concur that not every mental abnormality 
should be deemed sufficient to relieve of responsibility. Imposture 
and evasion must be prevented in the interest of society. All are 
likewise agreed that a person who has committed a criminal act 
and is found not guilty by reason of insanity should be put in de- 
tention and remain there as long as necessary to protect society. 
Where to draw the line between what is and what is not sufficient 
evidence of insanity is a matter of judgment in the particular case; 
it cannot be described with precision in advance. Saying that the 
disease must be “serious” as some insist, would not achieve the 
hoped-for certainty, for such terms are themselves inexact. 

The same observation may be made in respect to the suggestion 
that the defendant should be deemed responsible if he has the ca- 
pacity to respond to a single influence, namely, the threat of pun- 
ishment. Psychiatrists of great eminence have declared that this 
is too difficult to isolate for psychiatric judgment. Moreover, this 
again singles out one factor and exalts it to a special legal status, 
when the problem needs to be considered as a whole in the light of 
all the circumstances. 
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In the comments accompanying the American Law Institute 
draft of a penal code, it is recommended that the concept of men- 
tal disease or defect should exclude “the case of the so-called ‘psy- 
chopathie personality.’”** This proposed exclusion rests on the 
assertion that “psychopathy ‘is a statistical abnormality; that is to 
say, the psychopath differs from a normal person only quantita- 
tively or in degree, not qualitatively; and the diagnosis of psycho- 
pathic personality does not carry with it any explanation of the 
causes of the abnormality.’” To me, with all deference, this is 
unconvincing. The New Hampshire or Durham approach seems 
preferable. It makes the causes of abnormality matters of fact 
for the juries to determine in each case upon the basis of explana- 
tions furnished them by the psychiatric expert witnesses. Dr. Win- 
fred Overholser of St. Elizabeths has said that “psychopathic per- 
sonality” is a wastebasket classification. The very term is used 
in the profession in different senses to describe different things. 
Therefore, it is unwise to provide a blanket exclusion or blanket in- 
clusion of that particular characterization. Indeed, in the official 
nomenclature of the American Psychiatric Association, the very 


term has been dropped as meaningless. 


I note in passing that many pyromaniacs or kleptomaniacs would 
probably be held responsible under this American Law Institute 
proposal, since they are frequently termed “no more than psycho- 
pathic personalities.” Many psychiatric authorities think these 
cases are obsessive-compulsive neurotics. Those suffering from 
these diseases may well not be psychotic; yet, by common agree- 
ment they often lack that degree of integration which is necessary 
for legal responsibility. I suspect that there will be a tendency 
here first to make a judgment as to what is the wise and fair dis- 
position of the individual case and then to announce a classification 
accordingly, and not the other way about. Attempting to categor- 
ize cases as a matter of law according to these vague distinctions 
would only complicate the difficulty. Not an unbending rule, but 
enlightened understanding of the special facts of each case should 
be our aim, especially where there is a broad twilight zone. 

I confess to a feeling that the niceties of these several verbaliza- 
tions by the Institute or by courts will escape the jury. Any of 
these variations, if adopted, will probably result in something not 
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very different from what the Court of Appeals for the District of 
Columbia Circuit declared as the law, when it stated: 

It was the jury’s function to determine from all the evidence, including 
the expert testimony, not only whether appellant suffered from an abnor- 
mal mental condition, but also whether the nature and extent of any con- 
dition . . . was such as to relieve him of criminal responsibility under the 
standards then prevailing.” 

But whichever formulation is accepted, it is an advance, because 
it allows the jury to receive more light. The testimony presented 
to the jurors will be cast in terms that are meaningful to the wit- 
nesses and that can be more amply explained. 


Much of the reluctance to change the McNaghten rule is doubt- 
less occasioned by the fear that if the criteria for determining in- 
sanity are broadened, instances may multiply of violators escaping 
punishment and being released after a brief detention in a mental 
institution. The court in the Durham case was not unmindful of 
this apprehension. It pointed out that an accused person who is 
acquitted by reason of insanity is presumed to be insane and may 
be committed under the District of Columbia statute for an indefi- 
nite period. The court recommended that trial courts invoke this 
commitment procedure “so that the accused may be confined as 
long as ‘the public safety and . . . [his] welfare’ require.””” This 
is also the insistence of the American Law Institute proposals. 

Let us look at a typical case. An accused person is found incom- 
petent to stand trial; that is, he cannot fully understand the charge 
against him and assist in his defense. He is committed and after 
a period of confinement is certified to be competent to stand trial. 
If upon trial he is found not guilty by reason of insanity at the 
time of the offense, he is not necessarily entitled to release. The 
inquiry into mental competency to stand trial and assist in one’s 
defense is not the same as either the question of criminal responsi- 
bility or that of whether he may safely be permitted at large after 
acquittal. 

So experienced an authority as Dr. Manfred Guttmacher, chief 
medical officer of the Supreme Bench of Baltimore, assures us that 
“the truth of the matter is that the finding ‘not guilty by reason of 
insanity’ has not resulted in the premature release of offenders 
into the community. Dr. Wm. Alanson White made a study 
many years ago showing that, on the average, perpetrators of hom- 
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icide committed to institutions for the insane spent more time in 
confinement than those sentenced to penal institutions.” 

No restatement of the rule will revolutionize the practical oper- 
ation of the criminal courts in dealing with mental illness as a de- 
fense. The change which is under consideration will not spell ruin 
to law enforcement; neither will it bring salvation. Juries will 
doubtless continue to bring to bear their unscientific notions upon 
the scientific testimony that has been adduced before them. This is 
not an unmixed calamity, for juries often find ways, sometimes 
with the benign acquiescence of judges, to mitigate rigidities and 
absurdities in the law; juries, who are not very different from 
judges in this respect, will still tend to reflect the community sense 
of justice which courts cannot wholly ignore in maintaining public 
order. The restatement will not of itself eliminate from the court- 
room unseemly conflicts between experts. This is a separate prob- 


lem, but these conflicts will at least relate to things that are genuine 
and not fictitious. 


There is no reason to fear that the proposed change will so relax 
the law as to weaken its sanctions or its deterrent influence. After 
all, commitment to a hospital for the insane for an indefinite period 
is no more inviting a prospect than a fixed term in jail. It is no 
soft and coddling disposition. Durham is a case in point. Having 
been declared mentally incompetent to stand trial and assist in his 
own defense, he was committed to a mental hospital. There is rea- 
son to believe that as a result of several years of treatment there 
he may be cured. If so, society’s needs will have been better met 
than by any prison sentence, long or short. 


Which offers greater protection to society—detention and treat- 
ment in a hospital, and ultimately a medical judgment that the per- 
son is not likely to offend again; or a penitentiary warden’s cer- 
tificate that the prisoner has served his sentence and been dis- 
charged regardless of his medical condition? It must be remem- 
bered that prison terms do expire and prisoners are released. Such 
release gives no assurance whatever of safety to the community. 
Statistics of recidivism may well temper our faith in the prison 
system. Detention and treatment of sick people rather than hold- 
ing them to full accountability comports with our traditional con- 
cept of the dignity of the individual. It takes into due account the 
public safety and fully vindicates the proper interests of public 
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justice. Let us give the new rule a chance; and as we gain in wis- 
dom from experience, necessary refinements and revisions in prac- 
tice can be made. 


I conclude by suggesting that there is need for continuing re- 
search to enlarge the resources of knowledge in the problems of 
mental health and behavior, and for changes in court procedures as 
well as in the substance of the law. Means must be found to bring 
the legal and medical professions together on common ground. If 
psychiatry is to provide maximum guidance and assistance to 
juries, psychiatric witnesses must learn to avoid technical jargon 
which baffles laymen. We need better institutional facilities—per- 
haps of a more specialized character—to deal with the criminally 
insane and those who may be prevented by timely help from becom- 
ing such, Lawyers who feel a concern for improvements in legal 
procedures and in public justice have important work in their re- 
spective communities. 


Office of the Solicitor General 
Washington, D. C. 
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THE PRESENT STATUS OF THE PROBLEMS OF RELEASE OF PATIENTS 
FROM MENTAL HOSPITALS* 


BY WINFRED OVERHOLSER, M. D., 8¢.D. 


The study of release procedures which has been under way in 
New York State for some time past and the calling of a conference 
on the release of patients from state hospitals mark a new phase 
in the consideration of the relation of the mental patient to the 
hospital and likewise of the hospital and the patient to the public. 

Laws relative to the confinement of the mentally ill were among 
the very early statutes passed in this country. In 1797 for exam- 
ple, the judges of Massachusetts were given authority to commit 
“any person who was lunatic and so furiously mad as to render it 
dangerous to the peace or the safety of the good people for such 
lunatic to go at large.” When the first mental hospital in Massa- 
chusetts was opened in 1833 it was still only the “furiously mad” 
and the “manifestly dangerous” who were committed there, and 
authority was given to the trustees to discharge persons if they 
were not dangerous or if they were not susceptible of mental im- 
provement by remedial treatment at the hospital. Thus it is seen 
that the original concept of the mental hospital was a receptacle 
for the care of persons who were an obvious menace to the peace 
and welfare of the community. 

This concept, however, was gradually developed into the broader 
one of providing facilities for the care of persons who were in need 
of mental treatment. By the time of the Civil War, those who were 
not dangerous were admitted freely and informally to the mental 
hospitals, much as patients were to general hospitals. In the 60’s, 
however, a Mrs. Packard, a patient in Jacksonville (Ill.) State 
Hospital—after obtaining her own release—-campaigned vigor- 
ously in a number of states on the thesis that many persons were 
improperly committed, or to use the more recent expression, “rail- 
roaded.” ‘T'o overcome this hypothetical state of affairs, manda- 
tory jury trials for commitment were decreed in several states. 
Fortunately most of those have now disappeared; in fact, at the 
present time, only Alaska and Texas require jury trial. 


“Remarks at state conference on the release of patients from mental hospitals, Roches- 
ter, N. Y., June 16, 1953. 
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Isaac Ray wrote at length on topics relative to the legal aspects 
of institutions and the mentally ill, but we find almost nothing in 
his voluminous writings concerning the matter of release. Indeed, 
up to the very present, writers on commitment laws have discussed 
largely the development of the sort of commitment laws which, for 
example, the State of New York enjoys, the right of the patient to 
suitable care in the hospital, and his right to a release when his 
condition warrants, at the discretion of the hospital. The right of 
habeas corpus is, of course, an ancient one, and has been applicable 
to mental hospitals, as well as to correctional institutions, but the 
number of persons released in this manner has been relatively 
small. Thus, the emphasis has been on the right of the patient to 
leave the hospital; very little has been said about the obligations 
of the hospital to the public; nor, indeed, has there been intimation 
that the hospitals were not doing their duty in this regard. 

In the public hospitals of the United States, there were, during 
the year 1950, over 146,000 admissions with some 87,600 discharges, 
not including deaths. That is, 60 per cent as many persons were 
discharged as were admitted. The ratio is approximately the same 
in New York State: 23,270 admissions and 13,713 discharges (in- 
cluding transfers to other hospitals) for the year ending March 31, 
1951. It is interesting to note that of these discharges by far the 
largest number, 4,743, were diagnosed as schicophrenics, while there 
were 70 paranoiacs, 205 general paretics, and 923 alcoholics, or a 
total of 5,941. These figures are large indeed; and the almost in- 
finitesimal number of cases in which improper release has been al- 
leged is a great tribute to the soundness of judgment of the admin- 
istrators of the mental hospitals of New York. 

Until 1939 New York State enjoyed, as did other states and the 
federal government, the common law right of the sovereign to be 
immune from suit. In 1939 the State of New York, in the Court 
of Claims Act, waived its immunity from liability and action, as- 
sumed liability and consented “to have the same determined in the 
same manner as applied to actions against individuals or corpora- 
tions.” A number of states have enacted similar laws since that 
time, and the United States followed suit in 1946. The language 
of the United States Tort Claims Act is somewhat more specific 
and may be quoted as indicating the sort of grounds upon which 
actions may be brought against the state. The federal act permits 
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“claims for injury or loss of property or personal injury or death 
caused by the negligent or wrongful act or omission of any em- 
ployee of the Government while acting within the scope of his of- 
fice or employment or under circumstances where the United States 
if a private person would be liable in accordance with the law of 
the place where the act or omission occurred.” 


Thus the State of New York is liable to suit for damages for 
negligence just as is a private individual or corporation. It might 
be thought that with this freedom of right to sue the state a large 
number of actions would have been brought. However, a search 
of the instances in which the State of New York was a defendant in 
cases involving patients in mental hospitals reveals an extraordi- 
narily small number. In a few cases, judgments have been brought 
against the state for negligence resulting in injury to patients 
while in the hospital, and occasionally the courts have been caustic 
in their remarks on the failure of the state to prevent overcrowd- 
ing or to provide ward personnel sufficient to give adequate super- 
vision. These cases, however, do not concern us at this time. 

A study of the cases of alleged hospital negligence in which the 
state was a defendant and in which verdicts have been brought 
against the state for the conduct of patients outside the hospital 
fails to indicate, up to date, more than four cases. In one of these, 
a patient escaped from Hudson River State Hospital by making a 
key. He attacked a woman; and a verdict of $2,500 was given for 
the plaintiff, the court commenting that the state is not an insurer 
of the public but is called upon to protect the community from the 
acts of insane persons under its care. The same year a patient es- 
caped from Kings Park State Hospital, stabbing a woman with 
a butcher knife which he had somehow obtained at the hospital; 
again a verdict for the plaintiff was given. The court commented 
in this case, “The degree of care to be given is measured by the pa- 
tient’s physical and mental ailments which are known to the insti- 
tution’s physicians and employees.” This principle was summed 
up by the late Justice Cardozo in the words, “The risk reasonably 
to be perceived defines the duty to be obeyed.” In still another 
case two boys escaped from Wassaic State School and burned 
a barn. One of the boys was known to have been upset mentally, 
and the court held that he should have been more carefully ob- 
served and his escape prevented. Parenthetically it may be noted 





WINFRED OVERHOLSER, M. D., SC.D. 375 


that not all of the cases brought against the state have resulted in 
verdicts for the plaintiff. In another case involving Wassaic 
State School the court discussed at some length the modern method 
of caring for inmates of institutions for the feebleminded and com- 
mented upon the fact that today substantial freedom of action is 
permitted as against continual watching. The court added, “To 
hold the State liable in such a case may have an inimical and re- 
tarding effect on the treatment of mental defectives.” 

A recent case in which the state was originally the loser (the 
decision was reversed on appeal) and the only one decided so far 
in which the patient had left the hospital with permission, involved 
the release of William Jones from Matteawan in March 1950. On 
January 28, 1953, the Court of Claims handed down a verdict of 
$40,000 in favor of the widow of one of the four persons who had 
been stabbed fatally by the patient within five days of his release 
(three others were stabbed, but recovered). The decision of the 
Court of Claims in this case was a long one, and deserves thorough 
study by anyone interested in institutional administration. The evi- 
dence satisfied that court that, because of inadequate numbers of 
psychiatrists in the institution, the history of the case and the pa- 
tient’s behavior while in the hospital were not carefully studied, 
with the result that he was improperly released. One other analog- 
ous case has been heard,* and several similar suits have been filed. 


The Appellate Division of the Supreme Court (127 NYS 2nd 
147, January 1954), in reversing the verdict of the Court of Claims 
in the Jones case (118 NYS 2nd 596) and finding for the state, held 
that the decision of the Matteawan psychiatrists was due at the 
most to an “honest error of professional judgment” rather than 
negligence, and that there was no claim that the psychiatrists were 
incompetent. The court added: “To sustain this judgment would 
mean that the State could release no one from any state mental in- 
stitution without being under the risk of liability for whatever he 
did thereafter, and the result would be reluctance to release and 
unnecessary confinement of persons who would benefit by release.” 

Somewhat more recently public attention was directed to the 
case of young Bayard Peakes, who killed a stenographer at Colum- 
bia University. In this instance, although the young man had been 
under psychiatric attention by the Veterans Administration for 


*Decided in favor of state, 129 NYS 2nd 92, December 1953. 
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several years, he had not been a patient in a hospital since his dis- 
charge from military service. When he was arraigned, the judge 
launched a strong attack on the institutions of the state as well as 
those of the Veterans Administration. He charged that the law 
and regulations are wholly inadequate to safeguard the welfare of 
the public and that mental institutions are loosing “thousands of 
dangerous maniacs in utter disregard of the public safety.” He 
went so far as to advocate prohibiting the discharge or parole of 
“any insane person” except upon application to a court in whose 
jurisdiction that institution is located, such court to have the power 
“to approve or disapprove such application after the inmate has 
been examined by impartial, qualified psychiatrists appointed by 
the court.” He even stated, according to the newspaper report, 
that it is “better to confine a hundred potentially dangerous psy- 
chotics than to suffer the death of one innocent victim at the hands 
of a lunatic.” 


Quite aside from the lack of psychiatric knowledge of a good 
many judges, the question might well be raised as to just where 
court psychiatrists would be found to examine all of the thousands 
of patients who are discharged annually! The judge in this case 
made the very common logical error of generalizing from a par- 
ticular. The Washington Post commented editorially on his re- 
marks in these words: “The crime committed by Peakes was a ter- 
rible tragedy, but the tragedy would be compounded if it were 
made the pretext for confining mentally ill persons indiscriminately 
or for supplanting psychiatry with demonology.” 


The Peakes case was a startling one, of course, and stirred up a 
very considerable amount of public apprehension. It was perhaps 
partly as a result of this case that the study of release procedures 
was initiated which has led to this conference. The question may 
well be raised, then, as to just how dangerous most patients re- 
leased from mental hospitals really are. Interestingly enough, 
very few studies along this line have been made. Two which are at 
least suggestive, though not conclusive, are found in the literature. 
In one by Horatio M. Pollock, Ph.D., in 1941, the author came to 
the conclusion that the rate of offenses among the general adult 
population was approximately 14 times as high as that among 
parole patients. In 1946 Dr. Louis Cohen with Mr. H. Freeman 
reported in the Connecticut State Medical Journal the study of a 
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group of nearly 1,700 patients who had been discharged or paroled 
over a four-year period. Although 233 of the patients had been 
known to the police before hospitalization, only 87 were so known 
after release, nearly all of them for such misdemeanors as drunk- 
enness. In fact, of the 87, only six were charged with crimes of 
violence against person or property, three with theft and the other 
three with relatively minor sexual offenses. The authors’ conclu- 
sion was that the popular fears of violence or other serious anti- 
social behavior on the part of persons who have been in a state hos- 
pital are generally unfounded. 

A number of queries arise in discussing the release of patients. 
Ordinary living, even in a civilized community, involves certain 
risks. Although every attempt is made by the police to maintain 
order, we read in the papers daily of burglaries, of hold-ups, and 
now and then of sexual assaults or even homicides. Perhaps ideally 
a good many of these offenses could be prevented, but the fact re- 
mains that they are committed and that many innocent persons suf- 
fer. In most of these instances, there is no recourse; although the 
offender if caught and convicted is punished, there is usually no 
recompense to the person who has been injured. To what extent, if 
any, should the community as such, that is, the state government, 
undertake to reimburse or compensate aggrieved or injured par- 
ties for suffering some of these risks of living? The answer as far 
as the law is concerned (whatever the ethical or the moral de- 
mands) is that where the state has been clearly negligent in per- 
forming a duty which it owes to the injured party, damages may be 
assessed, 


One of the duties, obligations, and rights of the state is to care 
for certain persons who are mentally ill. Such a person is defined 
in the New York State Mental Hygiene Law as “any person afflicted 
with mental disease to such an extent that for his own welfare or 
the welfare of others or of the community he requires care and 
treatment.” If an offense has been committed, it is the duty of the 
state to apprehend the offender and, if he is found to be mentally 
ill and dangerous, to confine him. There are, however, many men- 
tally ill persons who have not committed offenses for which they 
may be arrested but who by reason of their mental disorder might 
conceivably at some time in the future injure some innocent per- 
son; and here let us emphasize that by far the majority of mental 
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hospital patients never have engaged in, and probably never will 
engage in, anti-social behavior. Responsibility for initiating the 
procedures to commit such a person does not rest with the state. 
That rests ordinarily with the family or with neighbors, friends or 
relatives who are being put in fear or who are concerned for the 
welfare of the patient. 


Once, however, a mental patient is committed to the care of the 
state it is the state’s duty to give him adequate curative treatment 
and humane care, and, if possible with justice to the patient and 
to the community, release him to his family or under his own super- 
vision, as the case may be. The aim, then, is whenever possible to 
release the patient to the community. Quite obviously the only al- 
ternative would be to increase the overcrowding of the institutions 
vastly more than is now the case. As matters now stand, the net 
increase in the population of the civil state hospitals of New York 
is approximately 2 per cent per year. Even if the public were will- 
ing and able to stand the expense of additional structures at any 
greater rate than is now the case, it is clear that any modern ideas 
of the care of the mentally ill would have to be completely dis- 
carded if all escapes were to be prevented and only the warrant- 
ably “safe” were to be released. But although the state is not the 
insurer of the public, it is, as the courts have said, called upon to 
protect the community from the acts of mental patients under its 
care. Thus, the hospital administration is torn between two urges, 
one, to release as many patients as possible, the other to pursue a 
reasonably conservative policy so as not to cause undue risk to the 
patient or to those about him. It may even be that we are too 
conservative | 

In general it may be said that the public’s attitude toward the re- 
leased patient has shown vast improvement in the last quarter- 
century. Not only relatives and neighbors but friends and employ- 
ers are ready to accept the patient who has been released by the in- 
stitution, to a far greater extent than was the case 25 years ago. 
The facilities of social work and rehabilitation, and the community 
clinies have met increasing success in replacing these individuals 
in useful niches in the community. Similar problems, of course, 
are faced almost daily by parole boards in releasing persons not 
considered mentally ill who have been serving sentences for of- 
fenses, and both parole boards on the one hand and the mental hos- 
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pital authorities on the other recognize that in some cases at least 
they are taking calculated risks. Certainly there is no guarantee 
that the patient will make an effective readjustment upon release! 

In considering the release of patients many factors have to be 
taken into consideration. Certain types of individuals who become 
patients in mental hospitals tend to be recidivists. One thinks of 
the alcoholic, the drug addict, the sex offender, and the so-called 
“psychopathic personality.” Some patients suffering from inter- 
mittent types of mental disorder such as manic-depressive psycho- 
sis may during a manic upswing become at least nuisances and on 
rare occasions positively dangerous, although there is no way of 
predicting how long a remission may last. Schizophrenies may 
show somewhat cyclic swings, and patients with paranoid trends 
may be successful for a time at least in concealing their delusional 
tendencies. The importance, then, of a history is extreme, and in 
this connection the social worker is invaluable in obtaining infor- 
mation from sources outside the family as well as from the family 
itself concerning the early behavior and the later conduct of the 
patient. In the case of persons who have been arrested, particu- 
larly if charged with serious offenses, a greater degree of conser- 
vatism must be practised in the matter of release, in consideration 
of the attitudes of the public. It is likewise a fact that the offense, 
quite aside from its overt results, may be a direct indication of the 
intensity of the patient’s drives and his lack of inhibitory control, 
and thus have a high psychiatric significance. 

Not only is the full history important; the necessity of a good 
clinical record and close observation and examination during the 
hospital stay of the patient cannot be stressed too strongly. One 
of the important points stressed by the Court of Claims in the Wil- 
liam Jones case was that the clinical record was inadequate and 
that inadequate observation of the patient and of his behavior in 
the hospital had been recorded. The court pointed out, too, that 
“the deplorable condition of overcrowding and understaffing that 
prevailed at the institution makes it obvious that the institution’s 
psychiatrists were simply unable to adequately administer their 
responsibilities and make sound clinical judgments due to the in- 
dicated handicaps.” 


In some instances, a patient or his family, dissatisfied with the 
decision of a hospital not to release him, may appeal to the courts 
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through the writ of habeas corpus. The freedom with which this 
writ is granted depends to some extent on the attitude of the judge 
toward the whole problem of mental disease, but it has been the 
writer’s observation that in general courts are somewhat reluctant 
to fly in the face of psychiatric evidence, particularly when that 
evidence is backed by a carefully compiled clinical history. They 
are likely to exhibit even more caution if there is a history of anti- 
social behavior. This is, of course, an additional reason why the 
pre-hospital history, as well as the clinical record, should be well 
prepared. 


It is the general practice of mental hospitals, unless a patient is 
clearly recovered, to release him on a trial visit. The importance 
of social work follow-up, or reference to a community clinic or a 
local psychiatrist, or family agency, is substantial in enabling the 
patient to readjust himself to life in the community. The fact that 
such precautions are taken is likely to be a distinct asset to the hos- 
pital in the event that some untoward event occurs, which is attrib- 
uted to the fact that the patient may not have been recovered when 
he left the hospital. The newspapers, of course, may be trusted to 
make the most of it if a patient who has ever been in a mental hos- 
pital runs afoul of the law or even creates a disturbance! 

This discussion has been an attempt to indicate a few of the as- 
pects of a problem, that of the releasing of patients with safety to 
society. Instances of questionable release, although infinitesimally 
small in number, loom large at the moment in the public mind. Cer- 
tainly there is a heavy responsibility upon the hospitals to see to it 
that the community is not exposed to unnecessary risks of violence 
and injury, but there is, at the same time, a duty to treat and care 
for patients and to restore them to a useful life in the community 
so far as possible. At some point along the line, a balance between 
these two contending interests must be struck. Certainly, psy- 
chiatrists will see to it that they do not knowingly subject the pub- 
lie to unnecessary risks (actually psychiatrists do not!), but on the 
other hand public clamor cannot be allowed to exert an inimical 
and retarding effect on the treatment of our patients. 


Saint Elizabeths Hospital 
Washington 20, D. C, 





OBSERVATIONS DURING THE TREATMENT OF 175 PSYCHOTIC 
PATIENTS WITH RESERPINE” 


BY RUDOLF B, FREUND, M., D. 


In October 1954, Reserpine therapy was started at Utica (N. Y.) 
State Hospital. Since that time, 175 male patients, suffering from 
all types of the major psychoses, have been treated. The indica- 
tions for treatment were based on signs and symptoms rather than 
diagnoses. Disturbed behavior and destructiveness, motor hyper- 
activity or catatonic stupor, un-co-operativeness, and paranoid at- 
titude were the absolute indications. Included, were a few extra- 
ordinary morbid conditions, such as Huntington’s chorea, multiple 
sclerosis, mental deficiency and physical conditions due to trauma, 
in which attitude and behavior justified treatment under relative 
indications, Statistical evaluation still appears inappropriate be- 
cause the figures in the different groups are too small, and the ob- 
servation period is too short. The method of treatment, developed 
by trial and error, coincides fundamentally with the one, described 
and recommended widely in the literature, principally by N. 8. 
Kline,’ and his co-workers, The three stages observed in the course 
of treatment with reserpine generally, as described by Barsa and 
Kline,’ ean be confirmed as occurring only in patients who do not 
suffer from an organic involvement or who have not been subjected 
previously to extensive courses of physical treatment. 

All of the side effects, already described by others, can be con- 
firmed and could be eliminated either by temporary reduction of 
the doses or by short temporary interruption of the course of appli- 
cation from three to six days. 

The impression was gained that different brands of reserpine 
had possibly a different incidence of untoward side effects, an ob- 
servation difficult to understand if one assumes that one deals with 
a pure, homogeneous alkaloid. However, similar observations, de- 
pending on the technics of the different manufacturers, occurring 
in specific fractions of digitalis will be remembered. If this obser- 
vation should be confirmed, a rigid standard of pharmacologic test- 
ing and manufacturing may become necessary. 


*Delivered in part at the Upstate Interhospital Conference of the New York State 
Department of Mental Hygiene, Syracuse, May 2, 1955. 
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When the course of treatment was temporarily interrupted, it 
was usually observed that a new impulse was added to the effect 
of the drug. It was the writer’s impression that the response to 
the treatment was enhanced thereby and that improvement oc- 
curred more suddenly. If this observation, made in individual cases, 
continues to be valid, it may prove that a phase-treatment (treat- 
ment in phases) with short intermissions is a preferred method for 
certain cases. 

It is agreed upon by all authors engaged in pharmacological re- 
search as well as in clinical observation of the effect of reserpine 
(and also of chlorpromazine) that, for the first time, drugs are un- 
der investigation which touch off reactions in psychotic patients 
not observed previously with drugs or any other method of treat- 
ment. The physiological work of Cannon and Ranson, of Penfield* 
and especially W. R. Hess,‘ conducted independently from consid- 
eration of the reserpine effect, and the ad hoc studies of the re- 
search teams of Ciba and Squibb have laid down the fundamentals 
for speculations as to how reserpine might interact in the complex 
mechanism which determines the functioning of the emotional and 
affectual spheres. Should the neurophysiologic research which is 
going on at the present time prove that a precisely defined chemi- 
cal agent acts directly on specific structures in the hypothalamic 
area, then a complete reorientation will occur in the conception of 
the psychiatric disorders now called functional. 

The observation of Barsa and Kline, that the patients who re- 
spond favorably to reserpine treatment, usually pass through three 
successive stages of behavioral and emotional changes, seems to be 
fundamental. Patients first enter a sedative phase, from which 
they go into the turbulent stage, during which specific psychotic 
manifestations and secondary symptoms, such as hallucinations 
and anxiety, become more pronounced. This second phase, is espe- 
cially important, because it reveals more frankly underlying or 
hidden psychotic material, the knowledge and understanding of 
which, opens the future path to the indispensable psychotherapy. 
During this stage, possible suicidal trends might become extremely 
active and require close supervision. Entering the third, the in. 
tegrative phase, the patient is accessible to and requires psycho- 
therapy, which will help essentially to bring the reserpine treat- 
ment to a success. One must emphasize that the reserpine treat- 
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ment per se does not heal a mental illness, but may enable us to 
apply psychotherapy successfully. 


During reserpine treatment, specific actions of the drug could 
be observed : 


One, seen in a few outstanding cases of manic-depressive psy- 
choses of the manic type, could be called a “normotonie action,” to 
indicate that the drug can change the psychodynamic “tone.” Psy- 
chodynamic tone may be considered to be the specific state of mind 
of an individual as it appeared to observers in his individual set- 
ting prior to his break with reality. 


A patient (A. M.), 74 years of age, had his first admission to 
Utica State Hospital in 1909 and his fourth (present) admission 
in 1947. He was diagnosed as manic-depressive, manic type, and 
is the prototype of a manic patient. This patient has destroyed, 
over the years, more state property and has been involved in more 
fights than any other individual patient in the hospital. He was 
full of mischief, obscenity and profanity and expressed them hap- 
pily in an extraordinarily noisy and aggressive way, being in full 
contact and oriented at all times. In his overactivity and appear- 
ance, in the absence of somatic symptoms or signs appropriate for 
his chronological age, he gave the impression of a man in the late 
50’s until he was started on reserpine treatment in October 1954. 
He went through all the three stages; and, six weeks after the start 
of the treatment, he was a different person. He had been, as just 
described, a typical manic and is now a quiet, very co-operative, 
well-behaved, clean man appearing and acting his chronological 
age. The “normotonic” transformation has occurred. He asked 
to be transferred to a ward where he would not hear other pa- 
tients’ profane or obscene language, of which he now complained. 
He wanted to stay where it was quiet, and where a man of his age 
could quietly spend his evening of life. This patient is today com- 
fortable and uncomplaining, lives on an old men’s ward and re- 
ceives a maintenance dosis of 0.1 mg. reserpine daily. This case 
may serve as a typical example for five similar cases of manic-de- 
pressive psychosis, manic type, of long standing in whom the nor- 
motonie action was observed. ‘T'wo of these patients, for whom 
adequate arrangements could be made, have left the hospital on 
convalescent care status and are adjusting well on a normotonic 
level. 
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In schizophrenic patients, especially those with catatonic or para- 
noid symptomatology, mainly those whose illnesses are of not too 
long duration and who have had no, or not more than one, course 
of physical treatment, the action of reserpine appears to be differ- 
ent, It is like the breakdown of the glass wall behind which the 
schizophrenics live their own lives unconcerned about the outside 
world, haunted by their fantasies and dreams or happy with their 
autisms. As soon as they enter the “integrative stage” with reser- 
pine, they become eager to establish contact again with the world 
they escaped after clashing with major or minor problems. There 
is no such pouring-out of information as was seen during the war 
when elicited by amytal or pentothal, in the acute breakdowns. The 
reaction is rather eagerness for companionship, the craving of the 
immature or early-arrested personality to re-establish interper- 
sonal relationships. It resembles a “healthy” attitude, a “fresh- 
air-breathing” mood, which is both expressed and shown. It seems 
like a waking-up after a hibernating sleep when these patients want 
to stretch their limbs, and want to put to work the resting energies 
that they are suddenly aware of. In the history of this hospital, so 


many patients have never before volunteered for work and physi- 
cal activities. They look forward to, and ask for, interviews; they 
behave congenially toward the personnel and toward other more 
unfortunate patients for whom they show an unusual sympathy. 
One could call this action of the treatment the cathartic one in 
order to emphasize the change from the foggy-turbulent condition 
in which the schizophrenic patient lives. 


Still another effect of reserpine, which is not necessarily essen- 
tial for its psychiatric use, but which seems to be significant for 
the circulatory system, can be observed clinically. The remark- 
able absence, or rarity, of undesirable accidents caused by sudden 
hypotension seems to be the result of an effect of the drug on the 
diastolic, rather than on the systolic, blood pressure, with the es- 
tablishment of a pulse pressure more beneficial to the circulatory 
functioning than in the latter case. Rauwolfia serpentina appar- 
ently shares this faculty with another species of the same A.pocyn- 
aceae family, the Nerium oleander, from which is derived an ex- 
cellent drug, oleandrin, which, in the absence of more familiar 
drugs, gained special significance and appreciation during the last 
world war. Being more accessible than Rauwolfia serpentina, the 
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Nerium oleander might help to lead to new sources of drugs which 
contain the reserpine principle. 

After the introduction of reserpine treatment, electric shock and 
insulin treatment could be eliminated entirely from the author’s 
service. So far, they have not been missed, even in a service of 900 
patients with an average monthly transfer rate of 21 patients from 
the admission service. There seems to be, however, no contraindi- 
cation—in the future course of development of the drug treatment 
—to the interpolation, in selected cases, of single symptomatic 
shock treatments. 

A major problem arose soon after the initiation of reserpine 
therapy when, on a single ward, a whole group of disturbed pa- 
tients, simultaneously started on the treatment, changed uniformly 
in a very short time. The “old hands” among the attendants be- 
came bewildered at the unusual change of “mood climate” on the 
ward. They became suspicious and soon—when the turbulent phase 
set in—an attitude one might call relief prevailed. They said: 
“You see, we were right. We have seen that before, it was only the 
sedation!” The writer started weekly conferences at that time 
with the entire personnel, in the beginning giving formal informa- 
tive lectures. These were soon changed to informal round table 
conferences; and the writer believes today that these are indispen- 
sable. A new spirit developed, and a previously unknown, con- 
genial, teamwork atmosphere spread. The nurses and attendants 
felt suddenly that their observations and detailed information 
about changes occurring in patients had become an essential and 
integrative basis for the continuation of a therapeutic program 
which could change an “institution” into a “hospital.” 

The personnel of the social service department and those of the 
occupational and recreational therapy departments requested indi- 
vidual and specific briefings on the new developments which re- 
flected on their particular activities and relations with the patients. 
An entirely new and enthusiastic spirit swept through the hospital, 
penetrating into each branch, including the administrative and bus- 
iness offices. An enormous amount of additional work and plan- 
ning was necessary. It was not always easy to satisfy the demands 
for the new drug, and problems of supply and demand still arise 
today, with a reorientation of budgeting. It reminds one of the 
logistic work of staff officers during World War II, when new 
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weapons suddenly outmoded great supplies and made new provi- 
sions imperative. In a great centralized system like the state men- 
tal hospitals, such sudden changes involved a great amount of work 
and planning which can only be done successfully if there is en- 
thusiasm. 

The main burden of work on the hospital level must be carried 
by the ward personnel, if this new approach to the treatment of 
mental diseases is to become completely successful. Valuable infor- 
mation is gained from the nurses and the attendants during the 
routine informal conferences. A competition began in the writer’s 
service among the wards as to which had more patients on treat- 
ment and as to who could give the most pertinent information 
about treatment conditions. While previously, a worker did not 
cary too much about which ward he might be stationed on, or about 
how often changes were necessary, an identification with a specific 
ward could now be noticed, and pride would be expressed about re- 
sults and changes in the ward atmosphere. The ward personnel of 
the previous “disturbed” ward—where the program started—re- 
sented this “disturbed” classification and asked to be called the “ac- 
tive treatment group” because, “It discriminates against our ward 
and frightens or annoys our patients and their visitors.” The ward 
physicians have learned to know the nurses and attendants from 
entirely different angles; and the beneficiaries of the mutual bet- 
ter understanding and appreciation are—again—the patients. It 
seems true that a new classification and organization of the wards 
will become necessary. The big unwieldy wards of 80 and more 
patients, where patients have been assembled according to their 
need of supervision are becoming more and more inconvenient. 
Smaller units are urgently required, where one can let patients live 
according to their stages of treatment. This program would have 
more in mind than formerly the purpose of rehabilitation and the 
specific interests and abilities of patients and ward personnel. On 
this reorientation in the set-up of the mental hospital, will depend 
to a great extent the success or failure of the new treatment. 


Rehabilitation rather than plain occupation must gain greater 
importance in the occupational therapy program, The integrated 
patients themselves come forward with suggestions, and many are 
eager to perfect their hobbies into adaptable occupations for the 
time when they are ready to leave. This may involve re-evaluating 
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the worth of recreational activities. One cannot help observing 
that these may take too much time in the day’s routine. Recrea- 
tional activities may have to be integrated as privileges, as relax- 
ing measures after a good week’s rehabilitating work. 

Of course there have been failures in treatment. The writer be- 
lieves that patients who have previously had several courses of 
physical therapy or have undergone lobotomy without success do 
not go successfully through the three reserpine stages. There were 
others for whom the writer’s indication of reserpine treatment was 
wrong and who later responded better to chlorpromazine, Experi- 
ences with mental defectives and with epileptic patients are still 
not very encouraging. However, the observation period is too 
short and the number of treated cases in these groups too small 
for adequate judgment. As of now, the opinion of the personnel is 
divided with regard to these groups. Much still has to be learned 
in regard to proper indications and in regard to dosage, to bring 
the new treatment to full success. 

Three major factors appear to the writer to be of a foremost 
importance in paving the way for successful reserpine treatment 
in mental hospitals: (1) creating a harmonious therapeutic team, 
closely knit and uniformly trained and inspired, comprising all 
branches and levels of personnel; (2) following up the slightest 
signs of arising initiative in patients and guiding it into rehabili- 
tating activities: (3) providing more time for direct psychothera- 
peutic activities by the psychiatrists, by relieving them of the 
growing burden of clerical work (performed more cheaply, more 
efficiently and quickly, by administrative assistants taken from the 
clerical secretarial ranks). 


SUMMARY 


One hundred seventy-five patients have been treated with re- 
serpine in Utica State Hospital since October 1954. Indications 
for treatment were not based on diagnosis, but on signs and symp- 
toms. Disturbed behavior and destructiveness, motor hyperactiv- 
ity, catatonic stupor, unmanageability and un-co-operative be- 
havior were the absolute indications. Only a few extraordinary 
conditions, such as Huntington’s chorea, multiple sclerosis, mental 
deficiency and physical tramatic conditions were considered justi- 
fiable as relative indications for treatment. 


JULY—1955—-c 





388 OBSERVATIONS DURING TREATMENT WITH RESERPINE 


Statistical evaluation appears inappropriate because the num- 
bers in the different groups are too small and the observation pe- 
riod too short. Clinical and other personal observations, however, 
are: 

1. A specific action of reserpine seems to occur in the regula- 
tion of the psychodynamic tone of patients with manic-depressive 
psychosis. This partial action may be called the “normotonic” ef- 
fect and may be considered a static function. 

2. Another partial function of reserpine appears to occur in 
some schizophrenic patients. This function lies in a different cate- 
gory and can possibly be called the activating function—in contrast 
to the static effect—because the schizophrenic patients are acti- 
vated, after going through a turbulent phase, to step out of their 
own world of unreality into the moving world of contacts, inter- 
personal communication and initiative. One might call this the ca- 
thartic function, thinking of catharsis in the analytical interpreta- 
tion. 

3. Another effect of reserpine can be observed, not necessarily 
an essential one for its psychiatric use, but one significant for the 
circulatory system. The remarkable absence or rarity of undesir- 
able side effects like orthostatic hypotension, fainting or similar 
circulatory accidents, seems to be the result of an effect on the di- 
astolic rather than on the systolic pressure, depending on an action 
on peripheral resistance. This establishes a pulse pressure more 
beneficial to circulatory functioning than in the alternative case. 
This effect of Rauwolfia serpentina may be called a normotensive 
action, comparative to the action observed in other cardio-cireula- 
tory drugs deriving from the Apocynaceae family. 

4. Electric shock and insulin coma treatment can be eliminated 
entirely. They have not been missed so far in a service of over 
900 patients, with an average monthly transfer rate of about 21 
patients from the admission service. 

5. Efforts toward reorientation of nurses and attendants be- 
come indispensable. These require the special attention and ac- 
tivity of the physicians. Regular conferences with informative lec- 
tures and informal round table talks have become a regular rou- 
tine. A new and closer contact between physicians and ward per- 
sonnel and also a stronger contact with the other branches of ther- 
apeutic activities have been established. An entirely new spirit 
of enthusiasm and psychotherapeutic approach has resulted. 
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6. On the administrative level of our hospital system, a differ- 
ent attitude will have to prevail in order to carry to success the 
many new problems following the introduction of reserpine. Se- 
lection of personnel will have to take into account the fact that per- 
sons will be needed who are able and willing to work with—rather 
than merely watch over—the patients. Occupational therapy must 
extend into a rehabilitation program with adequate diversified fa- 
cilities. Recreational activities will have to be integrated as re- 
laxing measures after a full week of rehabilitation work. Recrea- 
tional activities should again become a privilege, instead of being 
a substitute for the kind of meaningful work that guides a patient 
toward normal extrahospital life. 

7. The old large wards will have to be split up into smaller 
units. They should be filled with patients according to their stages 
of improvement and rehabilitation, and of their mutual personal 
relations. Small wards will serve better the needs of the patients 
for the establishing of interpersonal relationships. 

8. Reserpine treatment is unsuccessful in patients who have 
had previous courses of physical therapy or who have undergone 
lobotomy without success. It seems to have only individual effect 


in selected cases of epileptics or mental defectives. Only tranquil- 
lizing results were obtained in organic cases. 
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THE RENAISSANCE OF “NEUROPSYCHIATRY’”* 


BY LOUIS LINN, M. D.** 


A century ago if a person wanted to learn about the human mind 
he studied the human brain. The great names in psychiatry were 
also great names in neurology... Meynert, Wernicke, Flechsig, 
Forel, Monakow made their major contributions to neurology, 
neuro-anatomy and neuropathology in the course of their psychi- 
atric studies, seeking, as it were, to unravel the mysteries of the 
human mind. The great Charcot exerted a significant influence on 
Freud. Freud himself made contributions of permanent signifi- 
cance to neurology in the early stages of his interest in the human 
mind. And our own Adolf Meyer was great as a neuro-anatomist 
and neuropathologist before he put his imprint on modern psychi- 
atric thought. The distinguished neurologist, 1. 8. Wechsler, once 
related that he started as a psychiatrist and began to study neu- 
rology because he had the quaint notion that people think with 
their brains. He subsequently decided that that was wrong. Lat- 
terly, he states, he has solved the problem with the conclusion 
that people do not think at all. 

In the early days our specialty could be called with justice the 
field of “neuropsychiatry.” The brain was enthroned as the organ 
of thought, and in keeping with the cellular pathological point of 
view of those days one “explained” disordered thinking by means 
of demonstrable alterations in the cells of the brain. The patho- 
logical anatomical brain-findings in patients with senile and pre- 
senile dementia, in those with a variety of heredo-degenerative dis- 
orders, and in cases with general paresis, all seemed to corroborate 
this point of view. Thirty and 40 years ago several of our dis- 
tinguished contemporary neurologists cut their eye teeth, as it 
were, on the psychiatric patients of Manhattan State Hospital. 
Among those who had been admitted to Ward’s Island for mental 
disorders were to be found a large number with brain tumors and 
other forms of organic brain disease. The discovery of patho- 
logical changes in the basal ganglia of patients who had recovered 
from acute encephalitis made it possible to include still others with 

"Address delivered before the Mohawk Valley Neuropsychiatric Society at Utica, 


N, Y., October 11, 1954, 
**Assistant attending psychiatrist, Mount Sinai Hospital, New York City. 
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abnormalities of thinking and behavior in the category of those 
whose psychiatric disorders seemed to be the result of demon- 
strable cellular changes in the brain, 

However, from the very beginning of the modern neuropsychi- 
atrie era it was noted that severe, far advanced mental illness, as- 
sociated with all degrees of deterioration and dilapidation, could 
oceur in patients with anatomically normal brains at autopsy—at 
least normal by all methods of examination that were then avail- 
able. In addition, certain disturbing inconsistencies were found. 
Far advanced senile dementia sometimes occurred in patients with 
relatively minimal organic brain changes. On the other hand, a 
well integrated personality was found to be compatible with rela- 
tively advanced arteriosclerotic changes in the brain. It seemed 
quite clear that organic factors by themselves could not account 
for the clinical psychiatric pictures. 

Into this situation stepped Freud and his followers and demon- 
strated that many of the strange symptoms of mental illness could 
be explained in purely psychological terms, without recourse to 
neuro-anatomy or physiology. Human behavior was presented as 
the product of specific experiences which could give rise to preju- 
dices or erroneous expectations concerning the world. To use a 
homely example, the fact that a human stops his car when he sees 
a red light and proceeds when the light turns green is explainable 
in simple psychological terms without reference to the neurophysi- 
ological substrata which undoubtedly exist. Similarly, if a person 
had the misfortune to be exposed to indecisive lawmakers who 
could not make up their minds as to the meaning of the red and 
green lights, or to policemen who could not decide which light to 
turn on in the first place, it would not be surprising if our hypo- 
thetical motorist became confused and indecisive in his attitudes, 
and if he even decided to solve his confusion by retreating into a 
dream world in which the traumatic traffic light situation no longer 
obtained. 

If this hypothetical psychotic motorist were referred to us, I 
think we would all feel certain that for practical purposes we un- 
derstood his mental condition completely in terms of his experi- 
ences and we would feel inclined to treat him by a process of re- 
education, or some other psychological device. By all canons of 
logic, we would hardly be inclined to give our unhappy motorist 





392 THE RENAISSANCE OF “NEUROPSYCHIATRY” 


chemical treatment and then return him to his traumatic traffic 
lights. 


To the psychiatrist oriented in dynamic psychological terms, it 
seemed utterly irrational to attack a problem of that sort with or- 
ganic means. He was not surprised to learn from the neuropathol- 
ogist that the postmortem findings in such cases were negative. 
As far as he was concerned, the patient’s head could be stuffed 
with sawdust for all the effect that a knowledge of its contents had 
on his plan of treatment. In fact, Dr. Louis Casamajor once face- 
tiously remarked that certain present-day psychiatrists act as if 
they resent the fact that a patient has a brain—which merely rep- 
resents for them extra hours of study for their boards. 


During the past half-century neurology and psychiatry have 
made great strides but each in its own path, and it seemed to 
some people as if never again the twain would meet. Some even 
spoke of separating the specialty boards entirely. We entered a 
phase in which neuropsychiatry became a hyphenated misnomer 
rather than the name of a specialty. Since Freud is often blamed 
for this development, I think it is only fair to quote the following 
passage from his posthumously published Outline of Psycho- 
analysis: “The future may teach us how to exercise a direct influ- 
ence by means of particular chemical substances upon the amounts 
of energy and their distribution in the apparatus of the mind. It 
may be that there are other undreamed of possibilities of therapy. 
But for the moment we have nothing better at our disposal than 
the technique of psychoanalysis, and for that reason, in spite of 
its limitations, it is not to be despised.” 


This passage makes it clear, the writer thinks, that Freud did 
not disdain somatotherapeutic efforts then and would not disdain 
the newer somatotherapeutic techniques of our time. Although the 
thinking of most psychoanalysts did not remain as firmly rooted 
in biology as did Freud’s, a change has occurred in recent years. 
The brain has been enthroned once again as the organ of thought, 
and a new era of neuropsychiatry is about to unfold. 

There are many reasons for this turn. The shock therapies, first 
of all, played a most important role in the changing point of view. 
Anyone who ever saw a deeply agitated, suicidal patient trans- 
formed into a cheerful, productive person by means of a few elec- 
tric convulsive treatments could not help being impressed. This 
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was as dramatic and as convincing a transformation as any which 
could be accomplished in medicine. 

Psychoanalytically-oriented theorists said at once, “That is easy 
to explain. These are guilt-ridden people who crave punishment. 
You visit this dreadful procedure upon them—it gratifies their 
need for punishment and as a result they feel better.” The fallacy 
of this theory became quickly apparent. Petit mal seizures in- 
duced by ECT were ineffective for the relief of depression, yet 
they seemed to repeat all the psychological aspects of the grand 
mal type of treatment. Metrazol, which produced a truly terrify- 
ing expectation of death and was, therefore, theoretically more 
“punitive” than ECT, did not produce a higher incidence of remis- 
sion from depression. On the contrary, many patients chose to 
suffer depression rather than experience the dreadful metrazol 
aura. The inadequacy of the psychological explanations for the 
efficacy of ECT and insulin prompted further inquiry. 

A second development which brought neurology and psychiatry 
together again came with recent studies on the so-called rhinen- 
cephalon.* Dismissed for decades as an atavistic olfactory strue- 
ture which was no longer significant for the major adaptive needs 
of man, this structure now has a place of fundamental importance 
in the neurophysiology of the emotions. The rhinencephalon in- 
cludes not only the olfactory tracts and the main sites of termina- 
tion of the latter, but also such diverse structures as the hippo- 
campus, cingulate gyrus, retrosplenial cortex, hypothalamus, parts 
of the thalamus, the habenular nucleus which is related to the 
pineal body, the fasciculus retroflexus, the amygdaloid nuclei, the 
mammilary bodies, and other structures. 

It is puzzling at this time to know how all these widely separated 
structures in the brain came to be so definitely included in the term 
rhinencephalon. The theory of their olfactory nature was based 
entirely on rather crude comparative anatomical evidence; and 
today it is most certainly a misnomer to refer to all these widely 
dispersed regions as the rhinencephalon, or “smell” brain. The 
foregoing structures are found consistently in the brains of all ver- 
tebrates from fish to man and for that reason they have been re- 
ferred to collectively as the “archipallium,” or old brain, as con- 
trasted to the neopallium, or new brain, which consists of strue- 
tures characteristic of the higher vertebrates and which achieve 
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their greatest development in man. These terms, archipallium 
and neopallium, are acceptable if used in this comparative anatom- 
ical sense. However, the erroneous notion grew up that the archi- 
pallium was a relic of an old piece of machinery which had. been 
superseded in man by the neopallium. 

In retrospect, one would have thought that the very consistency 
with which these rhinencephalic structures are found in all verte- 
brate brains would have been the clue that some fundamental func- 
tion is contained in them. Instead they were relegated to a posi- 
tion of relative insignificance in theories concerning brain function 
in man. As a matter of fact the truly olfactory system of the hu- 
man brain seems to be confined almost entirely to a small area of 
the uncus, the lateral part of the olfactory tubercle, and a small 
portion of the amygdala. The greater portion of the old rhinen- 
cephalon forms a complex mechanism which controls memory, the 
level of conscious awareness, and emotional expression. Because 
of the misconceptions concerning the importance of the structures 
of the rhinencephalon, they have been relatively neglected in 
studies of the human brain. Much remains to be learned about the 
fundamental anatomy of this region and about the functions of 
these structures in health as well as: disease. Neurosurgical explor- 
ations of this area currently in progress give promise of teaching 
us much more about mind-brain relationships than frontal lobe 
surgery has done so far. Penfield’s studies of the temporal lobe in 
psychomotor epilepsy* are monumental, Other studies of these 
structures which are of considerable significance are in progress 
in Chicago and elsewhere under Bailey,’ Gibbs, Ostow,”’ and 
others. 

No less startling than the developments concerning the rhinen- 
cephalon are the recent discoveries concerning the ascending re- 
ticular system of the brain stem by Magoun and his co-workers.’ 
Until recently this region was thought by most people to be a kind 
of “stuffing,” like sawdust or excelsior, which filled in the spaces be- 
tween the familiar nuclei and nerve tracts of the brain stem. It 
now looks as if the activity of this cellular background may actu- 
ally be the primary physical basis of conscious awareness. 

This reticular system of nuclei, which is also an exceedingly prim- 
itive component of the vertibrate brain, has, like the rhinenceph- 
alon, taken a place of fundamental importance in the neurophysiol- 
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ogy of the emotions. It can be compared to the volume dial on a 
radio; it is capable in the brain of heightening or diminishing the 
volume or general level of conscious awareness. ‘The well-known 
lateral sensory pathways which bring information to the cerebral 
cortex concerning the outer world send collaterals into the ascend- 
ing reticular system of the brain stem by means of which the cor- 
tex is alerted. 


Impulses passing over these sensory pathways thus have a dou- 
ble function. Directly, they bring information to the cortex. This 
function relates to the intellectual aspects of the stimulus. In- 
directly, by way of the reticular system, they “wake up” the cortex. 
This function relates to the emotional aspects of the stimulus. 
Thus, if a gun is fired, the intellectual aspect of this auditory stim- 
ulus is transmitted by way of direct auditory pathways to the tem- 
poral lobe. The over-all, startling or activating effect of the sud- 
den report is mediated by way of the reticular system. For this 
reason Magoun and his co-workers have referred to it as an “acti- 
vating system.” As a matter of fact the rhinencephalic structures 
previously referred to seem to represent, in part at least, a cepha- 
lic extension of the activating system of the brain stem reticulum. 

The reticular system is brought into action not only as a result 
of impulses from outside stimuli but as a result of corticofugal im- 
pulses, too. Thus a very soft sound may have a startling effect on 
the individual if the meaning of the sound as ascertained on a cor- 
tical level calls for an emergency response. In that case, the cor- 
tex fires activating impulses into the reticular system and as a re- 
sult the general level of conscious awareness is increased, An ex- 
ar, ple of this is to be found in the mother who sleeps soundly while 
eluvated trains thunder past her window but who wakes up 
promptly at the first cry of her infant. In addition to the general- 
ized activating effect of the brain stem reticular system there are 
more circumscribed activating effects which are mediated by thal- 
amic structures.’ Furthermore, corticofugal fibers, acting through 
the ventromedial nucleus of the hypothalamus, exert an inhibiting 
or deactivating effect,’ as a result of which, stimuli and responses 
of unbearable emotional intensity may be attenuated to more en- 
durable levels or eliminated completely from consciousness. It 
must be apparent that we have in these structures a system capable 
of explaining many complex psychological mechanisms. 
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Following is a case history” that demonstrates the way in which 
the general level of conscious awareness is involved in psychologi- 
cal mechanisms of defense and how this influences the way in which 
the patient copes with the sources of his anxiety. 

This Mount Sinai Hospital patient was a 42-year-old woman suffering 
from intractable pain as a result of a chronic adhesive arachnoiditis of the 
lumbar cord. Asa result of her unremitting pain she was deeply depressed 
and suicidal. In an attempt to relieve her of her suffering, she was given 
an intensive course of ECT. At the height of her ECT-induced disturb- 
ance in brain function, the patient would display a manic reaction. At 
this time it was easy to demonstrate an impairment in her general level of 
awareness by means of specia!] tests which will be described later. During 
the manie phase, her denial of reality was completely successful. She in- 
sisted that she had no pain, no paralysis, and no illness, that she was not in 
a hospital at all but in the home of a friend having a good time. 

When ECT was stopped, brain function began to improve. As the gen- 
eral level of awareness increased in the next two days, her manic insistence 
that she was well subsided, as it ran counter to more and more facts which 
she could no longer deny. As she started to ‘‘wake up,’’ she could see that 
she was crippled, and she could feel pain again. At this time she acknowl- 
edged that she was sick but raged against various members of the hospital 
staff for being responsible for her misery. She was sure that she would be 
all right if only ‘‘they’’ would stop harming her. That is to say, she de- 
veloped a paranoid reaction in which she accepted more of reality than she 
did in her manic stage, but by no means all of it. When the effects of ECT 
wore off further, she became fully alert. The waking up process, as meas- 
ured by the tests, was complete. At this time the full impact of her pain 
and her general disability descended upon her. With that, her previous 
depression returned. 

This sequence of events could be repeated several times in this patient with 
subsequent courses of ECT. It was possible to verify each time that, as her 
impairment in general awareness was greater, her capacity for denial was 
increased, and as her sensorium cleared her capacity for denial grew 
weaker. Her manic reaction corresponded to a phase of maximal capacity 
for denial. The paranoid reaction represented an intermediate phase in 
her capacity for denial; and in the depressed reaction her capacity for 
denial was, practically speaking, nil. 

The foregoing observations, which demonstrate the relationship 
between the general level of awareness and the psychological de- 
fense mechanisms available to the patient, were made on the neuro- 
logical service of Mount Sinai Hospital, New York City. The 
writer is assigned as the “liaison psychiatrist” to that service. The 
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plan of assigning a psychiatrist to every department of the hos- 
pital, in-patient and out-patient, is part of the program which is 
organized and directed by the director of the department of psy- 
chiatry at Mount Sinai Hospital, M. Ralph Kaufman, M. D. Sim- 
ilar programs are in operation in general hospitals all over the 
country. They have resulted in bringing psychiatry back into the 
main stream of medical progress. Psychiatrists have enriched 
the clinical understanding of their medical and surgical colleagues 
but the psychiatrists in turn have come away no less enriched by 
them. Many drugs introduced by internists—the corticosteroids, 
the hydrazines, and now thorazine and reserpine—have opened up 
new research vistas in psychiatry which can only result eventually 
in more successful methods of treatment. The introduction of psy- 
chiatric departments into general hospitals has been one more fac- 
tor contributing to the renaissance of “neuropsychiatry.” 

In the case history, mention was made of tests of general aware- 
ness. ‘To ascertain the general level of awareness, a patient on the 
neurological service is questioned concerning his orientation for 
time, place and person. He is asked about his whereabouts on the 
previous evening, not only to test his memory but to see if a con- 
fabulatory tendency can be elicited. He is asked if he is sick to 
see if there is a tendency to deny the presence of the physical dis- 
ability which brought him to the hospital. A superficial appear- 
ance of alert cheerfulness may give an entirely erroneous impres- 
sion concerning the level of awareness. What looks like an alert 
mental state may be in fact a manic reaction that is part of a dis- 
turbance of consciousness. 

The answers to the foregoing questions must be scrutinized in 
detail. The patient may give the name of the hospital correctly 
yet locate it incorrectly. The typical tendency is to “move” the 
location closer to the patient’s home, where he would really like to 
be. Or, the patient may introduce some seemingly slight but per- 
sistent change in the name of the hospital which is, nevertheless, 
significant as evidence of a disturbed state of consciousness. For 
example, he may refer to the Mount Sinai Hospital as the Mount 
Sinai Convalescent Hospital in response to a wish to minimize 
the gravity of his illness. He may give the name of the hospital 
correctly yet have the delusion that he previously was in a hospital 
in another location which bore the same name. He may identify 
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the doctor correctly but have the delusion that he knows him from 
some previous place. These patterns of disorientation have been 
described in detail by E. A. Weinstein and his co-workers” and 
oceur characteristically when consciousness is impaired. 


If the patient gives the correct answers to all the foregoing ques- 
tions, it is possible to demonstrate an impending disturbance of 
consciousness by the intravenous injection of sodium amytal.”* To 
recall this procedure briefly, if amytal is injected to the point of 
drowsiness, nystagmus and slurring of speech, some patients who 
have been previously oriented will become disoriented. It has been 
the writer’s experience that when this occurs organic brain disease 
is almost invariably present. Although a negative test is not diag- 
nostic, a positive test is a highly reliable indicator of intracranial 
pathology. This procedure is particularly valuable in certain mid- 
brain lesions in which localizing signs may be absent and in which 
psychological abnormalities dominate the clinical picture. The 
following case history illustrates its usefulness in this regard. 

A 49-year-old traveling salesman was admitted to Mount Sinai Hospital 
in Oetober 1950 with a complaint of failing vision of three to four months 
duration and headaches for the same period. For the past year, he had 
noted a diminution of libido. He had had eye trouble since the age of six, 
including two operations for glaucoma. There was a history of consump- 
tion of one to two quarts of whiskey a week. 

Routine neurological examination, x-ray of the skull, and lumbar pune- 
ture showed no abnormalities. There was a corneal opacity in the right eye 
and vision was reduced to fingers at two feet. In the left eye vision was 
20/200. The EEG was normal. 

On the ward, the patient displayed a hypomanic reaction. He was eu- 
phorie, showed flight of ideas and boasted about his income and sexual 
prowess. 


Two weeks after admission he was given the sodium amytal test for or- 
ganic brain disease. Although previously oriented in all spheres, he be- 
came promptly disoriented under the influence of the amytal. He stated 
that he was on a furniture-selling mission. He became disoriented for time 
and denied the physical disabilities which led to his hospitalization. At 
one time during the test, he stated that he was in a maternity hospital to 
have a baby. When the effects of the amytal wore off he became completely 
oriented again. On the basis of this result he was diagnosed as having an in- 
tracranial lesion. This was confirmed by pneumo-encephalography, by 
means of which a large, third ventrical tumor was demonstrated. 
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He was started on radiotherapy. In the course of it he developed a psy- 
chotie episode in which he repeated many of the ideas he had previously 
presented under amytal. After a month of treatment considerable im- 
provement was noted, both in his behavior and in his visual acuity; and as 
a result, he was discharged from the hospital. During the ensuing year 
he showed no overt disturbances of behavior. An amytal test done at the 
end of the year was again strongly positive. 

In this patient a positive amytal test made it possible to distin- 
guish his clinical picture from that of a functional hypomanic re- 
action. The amytal test has been carried out on many patients who 
have so-called functional psychoses without evidence of structural 
disease of the brain. In all of them the test has been negative, thus 
making it possible to distinguish between functional psychoses in 
general and psychoses which appear symptomatically in the course 
of organic brain disease. 

Another test which has proved of great value is based on the 
work of Morris Bender,” chief of neurology at Mount Sinai Hos- 
pital, and several of his associates. They found that there are 
many circumstances under which a patient capable of perceiving 
all stimuli which are presented to him one at a time will make er- 
rors when certain stimuli are presented two at a time. For ex- 
ample, a patient with a brain tumor may display a hemianesthesia, 
a one-sided deafness, or a hemianopsia, only if both sides are ex- 
amined simultaneously. Thus double, simultaneous stimulation 
represents a useful refinement in the clinical neurological exam- 
ination. 

If a child up to the age of five is touched on the face and any 
other part of the body, he will report the face touch accurately 
most of the time whereas errors about the other touch are com- 
mon. These errors consist in not perceiving the other touch at all 
(known as extinction) or localizing the touch incorrectly (known 
as displacement). On the basis of this pattern, the face is said to 
be dominant over all other parts of the body. Interestingly enough, 
the genital region of the young child of either sex is almost equal 
to the face in dominance, thus providing unexpected confirmation 
of the psychoanalytic theory concerning the psychological import- 
ance of the genitals in young children. If the hand and any other 
part of the body are touched simultaneously, the errors almost in- 
variably concern the hand touch. On the basis of this pattern, the 
hand is said to be least dominant. If face and hand are touched 
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simultaneously, the number of errors in perception are maximal. 
Attempts to alert the child to the presence of two stimuli do not 
improve his accuracy. After the age of five, the same pattern ob- 
tains with two additional facts. First of all, errors on face-hand 
stimulation tend to occur much less frequently; and when they do 
oceur, they can be eliminated on subsequent trials by the simple 
device of warning the subject that he may be touched in two places. 
If errors persist in spite of this warning and continue after the 
tenth trial, this is presumptive evidence of organic brain disease. 
This is the face-hand test of Bender and his associates. As in the 
amytal test, a negative result is not diagnostic; but a positive re- 
sponse is highly reliable evidence of organic brain disease. Sub- 
jects over the age of 70, with no other evidence of mental impair- 
ment, not uncommonly show a positive face-hand test as well as a 
positive amytal test. 

The face-hand test is simple to carry out and is often a sensitive 
indicator of transitory impairments of consciousness. For exam- 
ple, the test remains positive for many hours after a patient has 
apparently reacted fully from a general anesthetic. One morning 
the writer wished to demonstrate the face-hand test before the staff 
of a state hospital. A paretic was selected who had not yet gotten 
out of bed from his night’s sleep. The test was strongly positive. 
By the time he was washed, fully clothed, and had walked over to 
the conference hall, the test had become negative for organic brain 
disease, 

A fourth method of demonstrating an impairment of conscious- 
ness due to organic brain disease is by means of the electro-enceph- 
alogram. If abnormal slowing of the electrocortical wave activity 
is present diffusely over the cerebrum, then evidences of impaired 
awareness are usually demonstrable—either on direct questioning 
or by means of the amytal test or the face-hand test. 


In recent years, several patients suffering from organic brain 
disease, and seen on the neurological service of Mount Sinai Hos- 
pital, have been clinically indistinguishable from acute schizo- 
phrenia. In fact in several instances they were so diagnosed by 
competent observers, and one patient even had shock therapy in a 
reputable mental hospital. In all of the cases in the writer’s series, 
evidences of organic brain disease could be demonstrated by means 
of the foregoing procedures. In some instances these changes were 
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transitory, so that they were demonstrable only during the first 
week of the illness. In others the changes were progressive, and 
other grossly evident neurological signs made their appearance. 

These methods of examination made it possible to distinguish 
some cases of acute schizophrenia from schizophrenic reactions as- 
sociated with organic brain disease. These patients were studied 
with Drs. E. A. Weinstein and R. L. Kahn and are the subject 
of a detailed report.* At this time, it is worth mentioning that 
all of the patients who developed schizophrenic reactions showed 
psychopathological changes in their premorbid personalities, so 
that it was proper to speak of the organic brain diseases as play- 
ing precipitating roles. These patients would react characteristi- 
cally to emotional stress by retreating from real social contacts 
into wish-fulfilling daydreams. The impaired state of conscious- 


ness that resulted from organic brain disease facilitated their 
daydreams by eliminating data which contradicted their fantasies. 
In two instances in this series, young women developed schizo- 
phrenic reactions during an acute virus encephalitis. In each case, 
the psychosis subsided as the encephalitis improved. In both, dis- 


charges from the hospital to a stressful environment reactivated 
the schizophrenic process transitorally, thus demonstrating that 
the organic processes alone did not account for the schizophrenic 
reactions but rather provided settings which facilitated the schizo- 
phrenic reaction as a response to emotional stress. 

One cannot help but wonder how many patients with acute schiz- 
ophrenia admitted to our mental hospitals every day have a tran- 
sitory virus encephalitis, the evidences of which elude the ordinary 
methods of clinical examination, and which then go on to recovery 
and are subsequently reported as “acute schizophrenia, recovered.” 
The procedures described in this paper may clarify a basic noso- 
logic problem if applied early in the course of every acute schizo- 
phrenic reaction, 


In this presentation the fact has been recalled that modern psy- 
chiatry and neurology have common roots in the past. The writer 
has also tried to trace some of the reasons that caused each of them 
to go its separate way for so many years, and finally has indi- 
cated a few of the developments that brought them back together 
again. Once more, neurology and psychiatry are wedded to each 
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other. This time, the writer thinks it will be “neuropsychiatry” 
permanently, 


70 East 83d Street 
New York 28, N. Y. 
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MESANTOIN IN THE TREATMENT OF EPILEPSY 


BY ROBERT A. WISE, M. D., AND WALTER A. HEUMANN, M. D. 


Craig Colony is the only hospital under control of the New York 
State Department of Mental Hygiene given over specifically to the 
care and treatment of convulsive disorders. At Craig Colony, 
therefore, there is an opportunity to observe the effects of anti- 
convulsive therapy for a broad range of convulsive manifestations. 
A series of 100 cases was used for this paper, and treatment was 
carefully observed with reference to the influence of Mesantoin® 
on seizures and in the production of toxic side reactions.* 

The structural formula of mesantoin (3-methyl-5,5-phenylethyl- 
hydantoin) has been previously established by other writers so 
that no further discussion is necessary except to re-emphasize that 
Mesantoin is a hydantoinate. 


SELECTION or CASES 


All cases selected had been previously treated with phenobar- 
bital and/or hydantoin derivatives other than mesantoin without 
remarkable improvement. Particular interest was paid to the ob- 
servation of mesantoin effects in grand mal epilepsy (100 cases) 
but many cases showed (prior to treatment) both grand mal and 
petit mal or minor motor seizures. Also included in the series 
were several cases of myoclonia. Representatives of many cate- 
gories of convulsive disorders were included in the series as shown 
by Table 1. 


Table 1. Classification in Reference to Diagnosis 





Symptomatic 
Injury at birth 
Injury after birth 
Agenesis 
Meningitis 
Endocrinopathy 
Arteriosclerosis 
Meningo-encephal., after measles 
Meningo-encephal., undetermined 
Idiopathic 





*The authors offer their gratitude to the Sandoz company, whose courtesy made this 
research possible. 
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Undifferentiated 
Psychogenesis 
Heredity 
Total 100 








The age group (Table 2) is also representative, varying from 
four to 71 years. 


Table 2, 100 Cases Up to December 31, 1951 

















The duration of treatment is shown in Table 3. 


Table 3. Duration of Mesantoin Treatment 








Months 


Total 








Mepication Regime 

Mesantoin was substituted slowly for other medication, begin- 
ning with gr. 34 (1% tablet) once daily, and being increased every 
seven days in %4-grain steps until previous hydantoin medication 
was equaled. Mesantoin was then continued or increased until de- 
sired results were obtained; or until mesantoin was discontinued 
because of toxic reactions. 

The maximum mesantoin dosage in this series was g'r. 11% q. i. d. 
The lowest was gr. 34 b. i. d. 

Since practically all patients had previously received phenobar- 
bital in conjunction with hydantoinates, phenobarbital was con- 
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tinued as before. In numerous cases, when a mesantoin level had 
been reached, it was necessary to decrease phenobarbital to pre- 
vent drowsiness. 

In patients who had previously received phenobarbital alone, the 
same mesantoin regime was used, and phenobarbital could then be 
reduced to a maintenance dosage. 

In all cases, mesantoin was used in conjunction with phenobar- 
bital for safety. 


PRECAUTIONARY PROCEDURES 


During the course of mesantoin treatment, each patient had a 
regular monthly blood count which was compared with the blood 
picture prior to mesantoin. Prior anemias, blood dyscrasias, der- 
matoses and allergic manifestations were eliminated in selecting 
cases for treatment. 

Routine urine analyses were done as indicated. 

Patients were seen daily by a ward physician and were inter- 
viewed weekly for the first month, then monthly unless more fre- 
quent interviews were indicated or requested. 

Patients were treated on both open and infirmary services, but 
were under constant nursing observation and care. 

Otherwise, the patients’ usual daily routine was maintained in- 
sofar as was possible. 


FInpInGs 
1. Effect of Mesantoin on Grand Mal Seizure Frequency 


Tables 4a and 4b show that mesantoin has definite effect in re- 
ducing the frequency of grand mal seizures. The data show that 
14 patients of this series (14 per cent) became seizure-free, with 
regard to grand mal seizures. Definite improvement was noted in 
68 per cent, in addition to the seizure-free 14 per cent. Increase 
of frequency was noted in 17 per cent. One patient remained un- 
changed. 


An attempt is made in ‘able 4b to estimate data in percentage 
form, comparing seizure frequency before and during mesantoin 
therapy. 
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Table 4a. Effect of Mesantoin 











Numbers 
Patients Grand mal Petit mal 


GES sisi vidcovdcacapseebedsetsbives 13 
Improved 40 
41 

2 


Total 96 


Table 4b, Effect of Mesantoin on Frequency of Seizures 














Patients 
Decrease in frequency Numbers 
Per cent Grand mal Petit mal 


0 3 2 
10 2 12 7 
25 13 12 
50 21 15 

33 17 

17 41 

1 2 

Total 96 











2. Effect of Mesantoin on Petit Mal Seizures 

Collected data showed that 13 cases were free of petit mal seiz- 
ures during mesantoin therapy; 40 cases were improved, 41 cases 
showed increases in petit mal seizures; two cases were unchanged 
(Tables 4a and 4b). Perlstein’ has noted that “Unlike Dilantin, 
this drug does not have the tendency to precipitate petit mal spells. 
In some instances, it actually controls them. It is, therefore, effec- 
tive in cases with both grand mal and petit mal.” 

3. Effect of Mesantoin Therapy on Myoclonia 

Eight of the 100 cases under examination had myoclonia prior 
to the beginning of mesantoin therapy. Four of these became myo- 
clonia-free. 

Out of the initial 100 patients under mesantoin therapy, five de- 
veloped myoclonic jerks where none had been noted before the in- 
stitution of therapy. After discontinuation of mesantoin, myo- 
clonic jerks disappeared in four of these five, within one month. 
The remaining patient improved definitely from myoclonia within 
two months. 
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4. Status Epilepticus 


One patient who averaged status epilepticus once yearly has 
been free of status during one year of mesantoin therapy. 

One patient who, before mesantoin therapy, had no status epi- 
lepticus recorded, developed it twice monthly during eight months 
of the mesantoin regime. This patient is listed in Table 4a as 
being made worse by mesantoin. 


5. Effect of Mesantoin on General Physical Condition as Shown 


by Weight Changes 
The effect of mesantoin on general physical condition appears 
inconclusive. In this series, 34 patients gained weight, 24 patients 
lost weight, and 42 patients maintained their weight unchanged. 


6. Effect on Mental Alertness and Initiative 


Observers felt that 13 patients were objectively more active and 
alert under mesantoin therapy. 


7. Adverse Reactions Under Mesantoin Therapy 


Hypertrophy of the gums, nausea and gastro-intestinal sympto- 
matology, so characteristic of dilantin treatment, were not found 
in this series. 

Chief among unpleasant reactions to mesantoin were headache 
and drowsiness, which appeared most frequently eight to 14 days 
following the initiation of the mesantoin regime. These reactions 
were in most cases transient and disappeared completely with de- 
crease of dosage or cessation of the drug. Diplopia, ataxia, head- 
ache, and drowsiness were nearly always relieved by temporary re- 
duction in dosage. 

Adverse reactions and their order of frequency of occurrence 
are listed in Table 5. Any of these, except headache, drowsiness, 
diplopia and ataxia, were considered indications for discontinu- 
ance of mesantoin. Blood abnormalities are discussed separately. 


a. Leucopenia 


Leucopenia was considered a grave reaction, constituting indi- 
cation for immediate discontinuation of mesantoin. For the pur- 
pose of this problem, a leucocyte count of 5,000 per eubie milli- 
meter was considered the lowest permissible normal level. During 
this series, 28 patients showed decreases in white blood cell counts 
to below this level. 
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Table 5. Reactions 





Adverse reactions . of patients 


Cervical adenopathy 14 
Canker sores and sore gums 11 
Rash (morbilliform) 

Bore throat 

Bleeding gums 

Inguinal adenopathy and submaxillary 
Headache 

Drowsiness, tiredness, sleepiness 
Diplopia and blurred vision 


x4 


Metrorrhagia and menorrhagia 
Mental confusion 


w 
eoeowmwwauanwrw~ 














Leucocyte counts No, of patients 
4,750-5,000 

4,500-4,750 

4,250-4,500 

4,000-4,2 

8,500-4,000 

Dake S500 nicccccccveccceveccccsccssceveccsers Cosevece 











b. Recovery from Leucopenia 


Variations in the amount of time necessary for patients to re- 
gain normal leucocyte counts after discontinuation of mesantoin 
are listed in Table 7. It is noteworthy that 19 of the 28 patients 
who showed leucopenia regained normal white cell counts within a 
month, 


Table 7. Time for Recovery of Leucocyte Count of 5,000 or More After 
Discontinuation of Mesantoin 





Time No, of patients 








0 to 1 month 

1 to 2 months 
2 to 3 months 
8 to 4 months 
4 to 5 months 
5 to 6 months 
Over 6 months 
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ce. Monocytosis 


Increases of monocytes (over a count of 7 monocytes, consid- 
ered as normal) was observed in 61 cases out of 100. Monocytosis 
occurred in 55 cases without other signs of blood change and with- 
out any apparent toxicity. However, six patients showed mono- 
cytosis in conjunction with leucopenia. 


Monocytosis is transient during mesantoin medication. In most 
cases, the monocytosis disappears in a month without change of 
dosage. However, if after the resumption of normal monocyte 
count, the dosage is increased, there is again a temporary increase 
in monocyte count. 

Monocytosis alone was not considered sufficient basis for discon- 
tinuation of mesantoin therapy. 


d. Eosinophilia 


Increases of the eosinophil count over a normal of 4 per cubic 
millimeters, occurred in 18 patients, and, of these, nine oceurred 
without any other complications. This finding seems to indicate 
a sensitivity to mesantoin in these patients. Six of these 18 pa- 
tients showed eosinophilia accompanied by monocytosis. Two 
eosinophilias were accompanied by anemia. In one case of eosino- 
philia, there was an accompanying leucopenia. 

Eosinophilia was found to be transitory, and patients showing 
eosinophilia usually regained normal eosinophil counts in one to 
two months. All regained normal eosinophil counts in three to 
four months. 

Eosinophilia alone or with monocytosis was not a basis for dis- 
continuing medication, 


e. Anemia 


Red blood cell counts below 4 million per cubic millimeter were 
noted in 24 cases. Such anemias occurred alone, without other 
toxic reaction, in 20 of these cases. In the present series, no true 
pancytopenias were observed. Depression of red blood cells usu- 
ally was in the range from 3.5 million to 3.9 million. In only three 
cases were there depressions in the range from 3.5 million to 3.1 
million, which was the lowest red blood cell count observed. In no 
case was the anemia sufficiently severe to warrant discontinuation 
of mesantoin. 
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It was felt that the reductions in red cell count were transitory, 
since without interruption of mesantoin, 18 patients of the 24 re- 
gained counts of over 4 million within a month. The remaining six 
regained counts of 4 million within two months. 


Table 8. Blood Changes During Mesantoin Treatment 





Changes No. of patients 








Increase of monocytes (over 7) 61 
Increase of Eosinophils (over 4) 18 
RBC below 4,000,000 


Total 











CONCLUSIONS 


1. In cases of grand mal epilepsy, which appear refractory to 
treatment with other anticonvulsants, mesantoin is definitely in- 
dicated. 

2. Observations in this series did not advance hope for im- 
provement, by means of mesantoin therapy, in petit mal epilepsy 
or myoclonia, 

3. Adverse reactions appear to be minimized by gradual admin- 
istration of mesantoin, or by gradual substitution of mesantoin for 
other anticonvulsant drugs. It was considered safer to use mes- 
antoin in conjunction with a maintenance dosage of phenobarbital. 

4. It is essential that mesantoin therapy be guided by close ob- 
servation and regular monthly blood counts for at least the first 
six months, in order to avoid marked blood changes. 


5. Contraindications to mesantoin therapy are anemias, other 
blood dyscrasias, allergies (drug and other types), dermatoses and 
nephritides. 

6. Indications for discontinuation of mesantoin therapy are 
given under the heading of “Adverse Reactions.” 

7. Itis worthy of mention that three patients developed toxicity 
when receiving only gr. % t. i. d., or less. 

8. It is also worthy of note that 14 patients of this series de- 
veloped unmistakable cervical and/or inguinal adenopathy. This 


finding appears at variance with observations of some other 
writers,”” 
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SUMMARY 


One hundred patients suffering from various convulsive dis- 
orders were treated with mesantoin. The regime of therapy is 
outlined. 


On the basis of objective findings, mesantoin is a weleome addi- 
tion to the armamentarium of anticonvulsant drugs. It appears 
that mesantoin may offer hope of improvement in instances of 
grand mal epilepsy which appear refractory to other anticonvul- 
sants. However, meticulous observation and attention to precau- 
tionary laboratory checks must be observed in order to avoid 
serious blood changes and toxic reactions. 


Craig Colony 
Sonyea, N. Y. 
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ON THE FEAR OF SUCCESS 


BY DANIEL B, SCHUSTER, M. D. 


In Freud’s paper, “Some Character Types Met With in Psycho- 
analytic Work,’ he mentions “those wrecked by success” and com- 
ments on this group by stating, “So much the more surprising, in- 
deed bewildering, must it appear when as a physician one makes 
the discovery that people occasionally fall ill precisely because a 
deeply-rooted and long cherished wish has come to fulfillment.” He 
concluded that, “the forces of conscience which induce illness on 
attainment of success, as in other cases on a frustration, are closely 
connected with the Oedipus complex, the relation to father and 
mother, as perhaps, indeed, is all our sense of guilt in general.” 


Fenichel* makes several references to this characterological 
group and calls it one form of those “extreme representatives” of 
those with intense guilt “dating back to their infantile sexual con- 
flicts.” He states further that “success may mean the achievement 
of something unmerited or ‘wrong’. . .” “A success may not only 
mean something that must bring immediate punishment but also 
something that stimulates ambition and thus mobilizes fears con- 
cerning future failure and future punishment.” Fenichel also 
speaks of the “Don Juan of achievement” in whom no success or 
achievement undoes the unconscious guilt; so constantly dissatis- 
fied, he seeks other conquests. Fenichel points out in connection 
with problems of “occupational inhibition” that work and achieve- 
ment involve conflicts in the area of orality (dependence—inde- 
pendence) ; that children come to view work as “duty” imposed by 
authorities, the opposite of “pleasure.” He holds that modern cul- 
ture makes it possible for men struggling to repress instinctual 
needs to employ working hard as a substitute for thern and defense 
against them. 

Success, being a relative value and highly modified by cultural 
and social forces, is difficult to define other than for a given indi- 
vidual and set of circumstances. Schilder® says, “Success is the 
realization of an anticipated ideal of oneself in relation to the out- 
side world.” 

The “success neurosis” is a familiar and dramatic syndrome well 
illustrated by those examples cited by Freud who were “wrecked 
by success” and well shown in Conrad’s moving novel, Lord Jim. 
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The subtler forms of this phenomenon, however, often escape no- 
tice. One can regard the manifestations of this disorder as ap- 
pearing in three general forms: There are those who, as Freud 
described the process, fall ill at the very pinnacles of their success 
or else undo themselves at such a moment; there are many who, on 
the basis of their native talents, should have attained greater suc- 
cess in life; and there are those who either pay too great a price in 
terms of anxiety for their accomplishments or who find that the 
fruits of their efforts turn to ashes in their mouths. The latter two 
groups, while not so conspicuous as the first, are most common in 
our culture. 

All about us are examples of those who, while seeming to have 
attained what everyone yearns for, find it not satisfying. Like the 
restless strivings of Alexander the Great, they turn their attention 
and energy to new choices of attainment or acquisition. Obvi- 
ously, many factors are involved in the struggle for success and in 
whether it is attained; but more often than not, people are inclined 
to blame external rather than internal factors—‘so and so is just 
unlucky,” or “If it hadn’t been for such and such [an external 
event], we would have made a killing.” It is apparent that this is 
a universal resistance to recognizing and accepting responsibility 
that our own motives and behavior are important determinants in 
the process of success and failure. 


One is also impressed by the ubiquity of inability to enjoy good 
fortune, even though passively acquired. For example, a pleasant 
day will be greeted by many with the “yes, but” retort—‘Yes, it’s 
nice, but wait till tomorrow.” There are innumerable examples in 
our daily life of this tendency to be reluctant to accept good for- 
tune and success without suspicion and fear. There is the con- 
cern about: “What will others think when they see me with a new 
car, a promotion, new home, ete? Will they resent it?” There is 
the common reference to “cruel fate’—the feeling that our at- 
tempts to do what we want will be met with some external force of 
opposition—that danger is lurking around the next corner. There 
is the feeling on the part of many that they must “pay a price” for 
everything in life—as if they felt obliged to “buy off” some threat- 
ening force which stood in the way of happiness. There are the 
countless little harassing and nagging instances, of which people 
are barely conscious, when one wonders if he has offended 
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somebody by asserting himself in some issue, whether he should 
“make up for it,” whether he will be resented. Derivatives of this 
latter, are the many so-called “polite” phrases which most people 
feel obliged to utter on many occasions—such as “would you mind 
if I did such and such?”. . . “I don’t know how you feel about this, 
but” ... “I may be wrong, but”. . . “May I be excused from the 
table?” . . . and our many “please’s” and “thank you’s.” Viewed 
realistically, many of these amenities are senseless, and the people 
uttering and hearing them do not act as if they believed what they 
say and hear. They form a facade which serves other purposes. 
It would seem from these examples that most people are reluctant 
to enjoy good fortune or attain success because of a fear that 
should they assert themselves, they will be resented and opposed 
by others. 


This paper is not an attempt to elucidate completely the dy- 
namics of success and failure or to expatiate the themes of maso- 
chism and passivity and the interrelationships of guilt and shame. 
These subjects have been treated in the past by Freud* and in re- 
cent years by Reik,’ and by Piers and Singer.’ The aim here is 
rather to point up a certain facet of these problems, a character- 
ological manifestation seen commonly in neurotics and in human 
behavior generally. At the conclusion of this paper a few com- 
ments will be made concerning the relation of “the fear of success” 
to the general problem of guilt and the Oedipus complex, a ques- 
tion mentioned by Freud.’ This relation is not clear; there is a 
question as to whether this fear is a form of guilt or something 
different. At any rate, in the examples cited, it is felt by the pa- 
tient as a fear, an anxiety, and has obvious connections with the 
Oedipus and castration complexes, a matter that will be elaborated. 
The following clinical excerpts illustrate some of these points as 
seen in male neurotic patients. Whether this problem is confined 
to men is another question, but the author has seen similar, less 
conspicuous, examples in women patients. In patients, the problem 
may present itself as the primary difficulty or symptom complex, 
may be manifested as a characterological trend, or may arise as a 
generalized defensive operation in the transference situation. 

A 40-year-old married engineer expressed the complaints of 
shortness of breath in the morning and the feeling that he was 
using “a lot of energy fighting some complex,” besides “abnormal 
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fears” of catastrophe for himself and his business. He had re- 
cently emancipated himself from the last of a series of older 
“bosses,” by whom he had always felt oppressed, and had gone into 
business on his own. This stimulated a tremendous amount of anx- 
iety and brought him to seek psychiatric help. He had a very 
strict father who was 45 when the patient was born and who died 
when the patient was 17. He felt he never knew his father and 
felt a mixture of fear of, and awe for, him. He said he always 
thought his father was ashamed of him because he could not “lick 
all the kids on the block.” An early memory illustrated the im- 
pact of the father on his life. When he was three or four, he 
watched his father urinating; in an attempt to imitate him he stood 
near by and held his own penis. The father, apparently suspect- 
ing masturbation, turned on the boy—‘he whipped me or threat- 
ened me if I would ever do this again.” He said this incident con- 
veyed the idea that sex was a shameful thing and associated fur- 
ther, to remark on his subsequent sexual difficulties, which he char- 
acterized by saying, “I was always too nervous and brief.” He felt 
guilty for an unusual amount of daydreaming concerning feats of 
accomplishment and heroies, 

His mother was ambitious for her children (of whom there were 
three; the patient had an older sister and a younger brother) and 
“pushed us into things we didn’t want to do.” His father’s death 
affected him strongly. He refused to look at the casket because 
of a feeling of fear, and made elaborate arrangements to avoid 
looking at his dead father. Yet a few days after the death, he felt 
a “sense of escape.” Since leaving home, he has been reluctant to 
return to his home town because of a feeling that everything he 
has achieved would be “knocked away” and that he’d be a “little 
boy” again. 

He did well in his university work and had been successful in an 
engineering career but was chronically anxious, indecisive, “afraid 
of exposing” himself in business and social situations, afraid he 
would “be found out”; he was always expecting catastrophe. His 
dream life concerned struggle, performance, and classical exam- 
ination dreams.’ A specific dream involving his father was as fol- 
lows: “My father was alive and came to see me. I went to speak to 
him, and he fell over dead.” In association to this part of the 
dream, he spoke of how “inscrutable” his father had always been, 
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and said that he felt the meaning of his dying in the dream was 
that he (the patient) was being released, freed. He associated 
further to say that he always feared that he would awake one day 
to find he wasn’t really getting away with what he thought he was, 
that he never could relax and enjoy a measure of success, but al- 
ways wondered when the blow would fall. He commented further 
that it made him uneasy to see a young man his age too successful, 
that it was “all right” if it was an older man. He also had the 
feeling that people who were superior to him could hurt him. He 
feared criticism, tried to please everyone (especially men) and had 
a tendency to “retire to a position of inconsequence.” 

This case is illustrative of the group for whom success is at- 
tained but is fraught with anxiety. From the few data presented, 
plus other facts not included here, one can see why this is so—that 
there is a danger in succeeding. Many patients rationalize this 
fear by saying they are afraid of failure. While it is apparent on 
superficial glance that failure is distasteful, more careful scrutiny 
reveals a deeper fear of succeeding. These persons prefer “not 
succeeding” (rather than “failing”), because this represents a po- 
sition of passivity and safety. One is spared the danger of “expos- 
ing” one’s self, as this patient expressed it. 

Some of the dynamics of this fear of success can be seen in this 
case. Perhaps this fear might be better described as a fear of as- 
serting one’s self because of the possible consequences (punishment, 
retaliation, retribution, ete.). Basically, this is a sexual conflict 
which may express itself on other than sexual levels of behavior. 
The fear is basically a fear to be, and to act as, a full-fledged man 
because of the obstacle of the big and powerful parent, more often 
the father. The latter is felt as a prohibitive, an opposing and 
threatening force. The boy feels that the father will not approve 
of his erotic feelings (because of their incestuous aim) and will 
either not allow, or will punish, their expression. If the boy is in- 
timidated by this potential threat (which probably exists to some 
degree universally), he will in some way or another remain a boy— 
some inhibition of his normal assertiveness, or expressed in an- 
other way, some tendency to passivity—will result. The disparity 
between the weakness of the boy and the power of the father is 
perpetuated in the emotional life, and in adult life such a person 
tends to feel small or inadequate in some way. It is as if the per- 
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son had made an unfortunate bargain in which he says, “All right, 
I’ll be small and let you have the power [sex] if you don’t hurt 
me.” Such a person obtains a degree of safety from this arrange- 
ment but is tormented by anxiety, regret, and self-abasement; for 
he has not rid himself of the natural desire to assert himself, nor 
has he lost his fear of daring to. Furthermore, his position of 
passivity is often ego-alien, and he feels ashamed to reveal this 
tendency, which may be felt as effeminate, to his fellow man. 


In the case of this patient, one sees the struggle with his father 
and its sexual connotations quite clearly. Its later derivatives are 
also seen in his anxiety about being on his own (leaving the fa- 
therly bosses), his fear of “exposing” himself in business and so- 
cial situations, his constant expectation of catastrophe as a result 
of his efforts to establish a business. From his waking thoughts 
and his dreams, one gains the impression that all of life was a con- 
stant, oppressive and ill-fated struggle in which he was pitted 
against overpowering forces (projections of the “inscrutable” 
father) which resented his attempts to get ahead and relentlessly 
opposed and threatened him. 

Another example of this complex, illustrated by a person who 
never attained a full measure of success, can be seen in a 30-year- 
old married man, father of two children who came for psychiatric 
help because of free-floating anxiety, and fear of heart trouble and 
of dropping dead. Most of his conflict was with his father toward 
whom he behaved very passively but toward whom he had much 
repressed hostility. He had always felt opposed by his father but 
had always bowed to his will. He recalled from his childhood that 
his father was a man with temper fits. He remembered that when 
he was four or five, there was such a tantrum, during which the 
father “threatened to kill us all. . . . I was terrified.” The pa- 
tient’s first ejaculation occurred when he was 15 in the hospital for 
an appendectomy ; he was stimulated by a “sexy-looking nurse with 
big breasts.” This experience “terrified” him and, for a short pe- 
riod, gave rise to a morbid fear of death. In spite of contrary in- 
terests and desires, he pursued an agricultural course in college, 
because his father advised it. He didn’t take out the girls he 
wanted to, but rather dated the “second best” variety and ended by 
marrying a girl he felt was inferior to him socially and intellectu- 
ally. She was the daughter of a tenant farmer of his father. 
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In working out some of the details of his fear of dropping dead, 
he finally advanced the thought, “Well, perhaps by dying I thought 
I could retaliate for his [father’s] domination over me.” This 
statement characterized his passive position in relation to the 
father and supported other data which revealed his fear to assert 
himself and attain his own desires because of the threatening pro- 
hibition he felt from the father. The resulting passivity was of 
such degree that not only did he not obtain in life what he wanted 
and was capable of having but that he was even unconsciously will- 
ing to give up completely (to die). 

A third case, illustrating another facet of this complex, in which 
the father was not an obvious threat but was, nonetheless, an ef- 
fective one, is that of a 19-year-old student who experienced diffi- 
culty in studying and getting good marks, in spite of a superior 
intellectual endowment and promising aptitudes. He did well, in 
fact, in subjects other than sciences which were prerequisites for 
his interest in pursuing a medical course. He had no overt symp- 
toms outside of school, but blocked in studying and in taking exam- 
inations. He was a rather shy boy who dressed very conserva- 
tively for fear of being too conspicuous, who avoided smoking and 
drinking, and who had the feeling that if he asserted himself, he 
would anger the other person. He said, “It means more to me that 
they be my friends than that I assert myself.” He was also afraid 
of hurting others’ feelings and of alienating them. He did not feel 
this actually as a fear of others (particularly men) until numerous 
transference situations revealed his deep fear of the therapist; and 
from this he could see that he felt this same way toward male au- 
thoritative figures and toward contemporaries as well. 

He had a brother, five years older, toward whom he felt very 
passively—“I was more or less his shadow . . . let him take leader- 
ship.” At first he spoke of his father as a “close pal,” but gradu- 
ally revealed deeper feelings which more correctly characterized 
the relationship. His father used to show him his muscles and im- 
ply that the son could not be so strong. He used to “kid” him 
about his interest in girls by saying, “Why I can see more with one 
eye than you can see with both.” These are examples of what we 
might call negative threats, in that they are not direct prohibitions 
but imply that the son cannot be so good as the father and cannot 
have what he has (strength and a sexual life); and, furthermore, 
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that father resents or opposes his having such aspirations. The 
patient further elaborated on this theme by saying that he was in a 
more difficult position than his older brother in that he had both 
his brother and father to compete with, whereas his brother had 
only his father. In connection with sexuality, he told of his first 
“wet dream” which he reported to his mother, who then told him 
about intercourse. This made him very uneasy, and when asked by 
the therapist why he was uneasy, he retorted, “You know why—it 
made me think of her as my father’s wife, a woman.” If he thought 
of this, he then would be reminded of his father’s potential opposi- 
tion to such thoughts (incestuous) and his possible retaliation 
(castration). This basic trend in his character structure resulted 
in an over-idealized, asexual concept of women and in rather pas- 
sive, friendly contacts in which he felt he could do “nothing wrong 
sexually.” 
Discussion 

The foregoing brief case excerpts were cited to illustrate the 
subtler aspects of success difficulties—rather than the frank prob- 
lems of “those wrecked by success”—in order to convey the im- 
pression that this is an exceedingly common phenomenon which ap- 
pears in many forms, either as a central problem in a neurosis or 
as a subtle character trend. Freud concluded that “the forces of 
conscience which induce illness on attainment of success . . . are 
closely connected with the Oedipus complex, the relation to father 
and mother, as perhaps, indeed, is all our sense of guilt in general.” 
He described the problem as one of guilt, but what is the explana- 
tion of the guilt? He stated it was related to the problem of the 
Oedipus complex. 

One can continue from there, in the light of the case material 
presented, to postulate that in the adult man there is a persist- 
ance, oftentimes, in the character structure of the childhood situa- 
tion when the father was viewed as an opposing force to the boy’s 
desires to express his natural masculine impulses and interests. 
Depending on the specific situation, there may have been more or 
less fear on the part of the boy that his father did not want him to 
have such aspirations, especially in regard to incestuous erotic fan- 
tasies, and that the father would actively retaliate against any ex- 
pression suggestive of such interest—a fear which spreads in the 
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mind of the boy to include, possibly, any assertion of sexuality, 
strength, ambition, and so on. Due to this fear of what might hap- 
pen if he asserts himself (succeeds, so to speak) a defense in 
some sort of passivity evolves—in one form or another masculinity 
is renounced and certain strivings are abandoned, distorted, or 
achieved through devious routes. 

An emotional situation is created whereby the feeling of being 
“small” persists into adult life, a reluctance or timidity to assert 
one’s self as a full-fledged adult, to come of age, for fear this will 
be resented by the “others” (adults). Aside from its expression in 
life and symptoms, this trend is clearly seen in transference situa- 
tions, where the patient so often reveals his feeling of being at a 
disadvantage with the therapist, not feeling an equal, not on the 
same footing, as an adult with another adult. The many devices 
patients use, often in introductory remarks, to get the therapist 
into a “social conversation,” to inquire into his activities and per- 
sonal life, the recourse to politeness, often have as their motive the 
child inquiring of a parent-—struggling to dispel the mysterious 
power of the grown-ups and gain an equal status with them. 

In conclusion, it could be said that if success in the mental life 
of a person implies retaliation, punishment, then one must either 
abandon his aspirations, undo his success, or must not dare enjoy 
what he has achieved—living in dread of the day of reckoning. 
Basically, this fear is an outgrowth of the tensions and struggles 
relating to the Oedipal problem and the castration complex. 


Strong Memorial Hospital 
260 Crittenden Boulevard 
Rochester 20, N. Y. 
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STUDIES ON MESCALINE I. ACTION IN SCHIZOPHRENIC PATIENTS 


Clinical Observations and Brain Wave Patterns, Showing Effects 
Before and After Electric Convulsive Treatments 
BY HERMAN ©. B. DENBER, M. D., AND SIDNEY MERLIS, M. D. 


(Authors’ Note: The three papers on mescaline that are pre- 
sented together here, are the results of a general investigation into 
the action of the drug, carried out by Drs. Denber and Merlis, 
reported as “Studies on Mescaline I.” As a result of the obser- 
vation that mescaline abolishes slow wave bursts, Dr. Merlis, 
with Wallace Hunter, M. D., made the study of electro-encephalo- 
graphic responses, reported as, “Studies on Mescaline IL.” Dr. 
Denber undertook the investigation reported in the third paper, 
“Studies on Mescaline III,” because the electro-encephalographic 
findings suggested study of the effects of mescaline on the electro- 
encephalogram in epilepsy.) 


Mescaline produces a clinical picture almost indistinguishable 


from the schizophrenic state, yet studies of the relationship of 
brain wave patterns and clinical symptoms under the influence of 
this drug are meager. By observation of patients in the mescaline 
state, the substratum of abnormal mental activity could be investi- 
gated, for it is still unknown if this is on a physiological, or psy- 
chological basis, or both. 


There are few studies correlating the action of mescaline with 
the clinical and electro-encephalographic patterns of normal or 
psychotic individuals. Chweitzer, Geblewicz and Liberson** were 
the first to study the influence of mescaline on the human electro- 
encephalogram. They found that disappearance of alpha waves 
in a normal subject coincided with visual hallucinations following 
oral administration of the drug. Mescaline caused a transitory 
increase and then a marked depression of the alpha per cent time.* 

Golla, et al.’ noted that, even with the eyes shut, a subject with 
meseal hallucinations “produced only a very few rather rapid al- 
pha waves.” Rubin, Malamud and Hope* found that in patients 
receiving mescaline, the alterations in alpha per cent time almost 
always took place whenever psychological changes occurred, and 


*Number of alpha waves in 100 centimeters of record. 
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never in their absence. The alpha per cent time was decreased in 
three subjects and increased in four. 

Koh’ attempted to correlate the clinical and electro-encephalo- 
graphic changes following the administration of mescaline in one 
schizophrenic and two normal subjects. In all three cases, there 
was a temporary increase in amplitude of the alpha waves in the 
frontal, motor and occipital cortex. The occipital alpha waves 
were suppressed with the appearance of mescal hallucinations. He 
found it “difficult to conclude that such a mechanism might stand 
in direct connection with the mental condition acceptable as spe- 
cific to mescaline effect.” Wikler® observed changes in alpha ac- 
tivity acompanied by anxiety, visual hallucinations, or tremor fol- 
lowing the administration of mescaline. 

Klectric convulsive treatment frequently modifies the clinical 
manifestations of a psychosis. Nevertheless, an exact appreciation 
of the mechanisms involved is still lacking."* In view of the sim- 
ilarity between the acute schizophrenic and mescaline states, the 
writers believed that a study of the patient’s responses to mesca- 
line before and after treatment might yield some information as 
to the nature of the change produced. If the clinical and/or elec- 
tro-encephalographic responses before electric convulsive treat- 


ment differed from those afterward, this procedure might then be 
an objective prognostic test. A study was undertaken, therefore, 
of the clinical and electro-encephalographic correlates under the 
influence of the drug. 


MATERIALS AND MeTHops 

Kighteen female and seven male schizophrenic patients, aged 
18 to 51, were studied. The onsets of illness were recent, with one 
exception; this patient had been ill for 26 years. Three control 
electro-encephalograms, a neurological and a complete physical ex- 
amination were done on each patient before the experimental pro- 
cedure. A four-channel KE. P. L. electro-encephalograph (Klectro- 
Physical Laboratories, New York City) and a six-channel Med- 
eraft electro-encephalograph (Medcraft Electronics Company, New 
York City) were used for the recordings. Seventeen scalp elee- 
trode placements were made in accordance with Strauss’ method.’ 

On the morning of the test, the patient had a light breakfast. 
Before the experiment, blood was drawn for a glucose determina- 
tion. Each patient received an injection of 0.5 gr. of synthetic 
mescaline sulfate intravenously, at the rate of 2 cc. per minute, 
while simultaneous electro-encephalographie recordings were done 
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continuously for one and one-half to two hours following the in- 
jection of the drug. Electro-encephalograms were repeated at the 
fourth and twenty-fourth hours. The patients were interviewed 
at both the initial and subsequent recordings. 

Efforts were made to clarify the dynamics of the psychosis, and 
hitherto unrevealed, conflict material was frequently verbalized. 
Specifie attention was paid to the instantaneous correlation be- 
tween abnormal mental content and brain waves. 

Following the initial experimental procedure, each of 12 patients 
received a course of 20 electrically-induced grand mal convulsive 
seizures. The average period of treatment was 6.5 weeks. Elec- 
tro-encephalograms were done every two weeks during this time. 
At the end of treatment, and with the return of the eleetro-enceph- 
alogram to normal, the entire experimental procedure was 
repeated. 


Resuuts: CLUNicaL 


The intravenous injection of 0.5 grams of mescaline sulfate pro- 
duces a clinical effect in several minutes. This reaches a maximum 
within an hour. At the fourth hour, the acute anxiety, as well as 
most of the abnormal mental content has disappeared; but, then, 
the patients frequently are surly, antagonistic, hostile and nega- 
tivistic. The drug-induced state gradually disappears within 24 
hours. In one patient there was a complete remission of symptoms 
following the experiment. She was discharged from the hospital 
and was well a year later. Three other patients showed temporary 
remissions of symptoms following the mescaline procedure. 

Mescaline reactivated the psychotic symptoms in the patients in 
remission, and intensified the clinical pictures in acute and sub- 
acute cases. 

Nausea, retching, vomiting, sweating, generalized discomfort, 
feelings of heat, cold, and choking, a “peppermint” taste in the 
mouth, palpitations, chest and neck pains, and dyspnea occurred 
within several minutes after the beginning of the injection. The 
severity of these symptoms varied from patient to patient. Anx- 


iety, restlessness, uneasiness, apprehension, tension and panic were 
the most frequent affective symptoms-—occurring in varying de- 
gree in almost all, but very severe in 10. One developed an acute 
panic state, imperceptible pulse, and a sharp fall in blood pressure, 
and then became semi-comatose. This reaction was terminated 
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with the intravenous injection of 74% grains of sodium amytal. Vis- 
ual hallucinations were noted in nine cases, while auditory halluci- 
nations were present in eight. Paranoid delusions were present in 
six, and somatic delusions in four. Temporal delusions were noted 
in only two. Ideas of unreality and depersonalization were not 
reported. 

Acute catatonic withdrawal, with negativism, mutism, stupor, 
rigidity and cerea flexibilitas, was seen in five patients, while one 
patient showed an outburst of rage. 

The clinical responses could be divided on the basis of the ini- 
tial and subsequent reactions. While anxiety and tension of vary- 
ing degrees were seen in most patients; in some, these symptoms 
dominated the scene. When uneasiness, restlessness, panic, mut- 
ism, negativism, antagonism, suspicion, inappropriateness, eu- 
phoria or silliness were present, the response was considered to be 
primarily emotional. Such responses were seen in 15 patients. If 
the delusions and hallucinations were dominant, the responses were 
classified as of the ideational type; and these were present in 10 
patients. The affective components were in the background in this 
group. 

Case Report. P. M. is a 34-year-old, white female schizophrenic. 
For five to 10 minutes after the mescaline injection, there were no 
particular changes. The patient then became flushed, was restless, 
kept opening and closing her eyes, and seemed to have difficulty in 
focusing her eyes upon objects. She kept pointing above her as if 
seeing somebody, but refused to describe what she saw. She be- 
came unusually hostile, belligerent, shouted loudly and was diffi- 
cult to control. When asked if she had any children she replied, 
“No, I don’t know—do you? Even if I didn’t know I couldn’t be a 
mind reader at a time like this. Do you try to read my mind? I 
cannot read yours at this moment.” When asked how old she was 
she said, “T'wenty-nine. I think I’m 29—why should I tell you— 
you’re not my husband.” 

The patient then became mute, refused to answer all questions, 
stared straight ahead and developed a catatonic-like posture. This 
continued for approximately a half-hour and was followed by a 
prolonged period of rage directed against the examiner, the hos- 
pital, and persons in her past. She then became very disturbed, and 
no further material could be obtained. There were no sensorial 
defects. 
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ELECTRO-ENCEPHALOGRAPHIC CHANGES 


On the electro-encephalogram, immediately following the injec- 
tion of mescaline sulfate, there was generally a brief acceleration 
of the alpha frequency from one to two cycles per second, 

From the onset of the experiment to the first hour, the per cent 
time ‘alpha decreased in 14 patients. All alpha activity disap- 
peared in five patients within 39 minutes. In one, there was an 
initial rise in alpha per cent time which was followed by a fall. 
This time was increased in four patients, and was relatively un- 
changed in one. 

The mescaline-produced changes still persisted at the fourth 
hour in 13 patients. The records were then returning to their pre- 
test patterns in four. In four others, the abnormality was increas- 
ing, and in still another four the records could not be taken be- 
cause of non-co-operation. 


At the twenty-fourth hour, the electro-encephalograms were re- 
turning to pre-test patterns in six, while the process was completed 
in 10. The abnormality was still increasing in one case. In two 
patients, the per cent time alpha had increased over the control 
record. Six electro-encephalograms could not be done. 


Non-specific, random, beta activity frequently appeared follow- 
ing the injection of mescaline. Delta waves were not seen. In two 
cases, five cycle per second bursts were suppressed by mescaline. 
The alpha amplitude followed the fluctuations of the per cent time, 
falling or rising with the latter. The alpha frequency showed oc- 
easional accelerations of from one to two cycles per second. This 
was not constant. No focal abnormalities were noted following the 
administration of mescaline. The variations in alpha per cent 
time, in alpha frequency, and amplitude were always symmetrical 
and generalized. 


CLINIcAL-ELECTRO-ENCEPHALOGRAPHIC CORRELATIONS 


In the clinical groups of primarily emotional responses the alpha 
per cent time of the electro-encephalogram decreased in 10 patients 
and increased in one. The alpha activity disappeared in four pa- 
tients. In the group that was primarily ideational, the alpha per 
cent time decreased in three patients, increased in three, and re- 
mained unchanged in one. All alpha waves disappeared in three 
patients. 
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There was no correlation between auditory and visual hallucina- 
tions and brain wave activity. The occipital cortical rhythms 
showed no variations during visual hallucinations. Momentary ab- 
normal thinking—such as delusions—was not reflected in the brain 
wave patterns. 


OxiinicaL-ELecrro-ENCEPHALOGRAPHIC CorreLaTes Arter ECT 

Twelve patients were studied after the course of 20 electrically- 
induced grand mal convulsions. Eight patients were considered 
improved after treatment, while four were unimproved. Two pa- 
tients showed only a slight response clinically to mescaline. In 
one, there was a faint trace of anxiety, while in the other, euphoria 
and “inexplicable anxiety” were noted. In the remaining 10, mes- 
ealine reactivated the psychoses. However, the clinical sympto- 
matology varied by degree and intensity from that exhibited before 
treatment, the change being quantitative only. Electric convulsive 
treatment did not influence the anxiety components of psychoses. 
Anxiety was present just as frequently before treatment as after- 
ward. The electro-encephalograms showed either minimal or no 
variations from those recorded before treatment. 


Discussion 

The initial general response to mescaline was autonomic in char- 
acter. This was followed by the emotional, sensorimotor changes, 
and finally by the disturbances in thinking and perception, in that 
order, The classical acute hallucinatory-delusional state so often 
reported in mescal intoxication’’” was not generally seen in these 
patients. The “fantastically beautiful kaleidoscopic patterns of 
every shape and color,” as described by Stockings,” were rarely 
reported, Simple colors, stationary or in motion, or human and 
animal figures were the hallucinated subjects in the writers’ pa- 
tients. Paranoid projections, with either the experimental team or 
personal environmental figures as their objects, were infrequently 
noted. Occasionally some of the patients reported somatic delu- 
sions, such as “my eyes are gone,” or “my arm is shortened.” The 
motor disturbances were very striking, and many variations of the 
catatonic state were observed. Sexual material was reported in 
only three cases, in contrast to the findings of Hoch, et al."* The 
degree of reality control exhibited by these patients was unusual. 
They made extraordinary attempts to cope with their anxiety. 
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They would say, “This is only a test,” or, “Nothing has changed. 
Nothing is wrong.” 

It is difficult to understand why, in previously reported work 
with mesealine, florid clinical states were observed, while in these 
patients there was such a paucity of verbalized material. It is 
possible that the use of normal subjects in the work previously re- 
ported may account for some of the florid reactions. The inade- 
quacy of the life experience of most of the patients studied here 
may be reflected in the quality of their responses to the experi- 
mental drug. 

The acute anxiety generated by mescaline represents the pri- 
mary reaction of the organism to an imagined danger. The de- 
crease or disappearance of alpha waves suggests that intense cere- 
bration takes place—as the defenses against this threat are mobil- 
ized. When the level of awareness reaches a maximum, the patient 
is actually observing himself. The barriers keeping conflict out of 
consciousness weaken, and the organism is in immediate danger of 
being flooded by the unconscious. If the defenses hold, the indi- 
vidual surmounts the threat. Otherwise, the various defensive, 
projective mechanisms are employed to externalize the conflicts to 
the environment, and this results in the “mescaline state.” Obser- 
vations on the psychodynamics of the mescal state will be reported 
elsewhere."* 

The intravenous injection of mescaline sulfate resulted in either 
a decrease or complete disappearance of alpha activity in 80 per 
cent of the cases in this study. The electro-encephalographic 
changes took place consistently, and independently of the wide 
spectrum of clinical signs and symptoms. Visual hallucinations 
were not accompanied by any variations of alpha activity, occi- 
pital or otherwise, as some observers have reported. The psycho- 
logic state was not related to the alterations of the per cent time 
alpha.‘ The decrease and/or disappearance of alpha activity 
hitherto attributed to perceptual changes—hallucinations—may 
result from the arousal responses incidental to the auditory stimu- 
lus of questions. Changes in alpha activity could not be related 
to the spontaneous verbalization of abnormal material. The de- 
crease or disappearance of the alpha waves occurred more than 
twice as often in the emotional type reaction group as in the idea- 
tional type group. Since “alpha rhythms depend upon the intact 
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projection fibers to certain subcortical nuclei and upon the excita- 
tory state and pathological conditions of these nuclei,’ it is possi- 
ble that the primary emotional reaction may originate in the infra- 
cortical centers. 

There is a distinct lag between the disappearance of the clinical 
symptoms and the return of the electro-encephalogram to nor- 
mal.’* While most of the acute symptoms had receded at the 
fourth hour, only 10 of the 19 electro-encephalograms studied had 
returned to their pre-test patterns. 

The clinical responses of patients to mescaline following the 
course of electric convulsive treatment showed that the latter does 
not affect the structure of the psychosis. Before treatment, the 
patient may respond to mescaline with an acute catatonic with- 
drawal, while after treatment the drug may produce a violent para- 
noid-hallucinatory state. Treatment affects the symptoms only in 
a quantitative fashion, as Hoch’ has shown for psychosurgery pa- 
tients. The anxiety component of the psychosis may appear to be 
alleviated following electric convulsive treatment. Yet, mescaline 
can elicit a tension-anxiety response irrespective of the apparent 
clinical remission. 


SuMMARY 


The intravenous injection of 0.5 grams of mescaline sulfate in 25 
schizophrenic patients produced a varied clinical picture, with a 
predominance of emotional over ideational reactions. 

Within one hour the alpha activity decreased or disappeared in 
20 patients, increased in four and showed relatively little change 
in one patient. 

There is no relationship between clinical phenomena and brain 
waves, 

Following a course of electric convulsive treatments, mescaline 
reactivated the psychosis in 10 to 12 patients. The treatment pro- 
duced only a quantitative change in symptoms and did not affect 
the structure of the psychosis. 


Manhattan State Hospital 
Ward’s Island, N. Y. 

and 
Central Islip State Hospital 
Central Islip, N. Y. 
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STUDIES ON MESCALINE II. ELECTRO-ENCEPHALOGRAM IN 
SCHIZOPHRENICS* 


Effects of Administration After Electric Convulswe Treatment of 
Schizophrenic Patients 
BY SIDNEY MERLIS, M. D., AND WALLACE HUNTER, M. D. 


In a recent communication’ it was postulated that mescaline acts 
upon the diencephalon, and that the mescaline state results from a 
physiological imbalance between the cortex and the diencephalon. 
In the course of previous investigations, the writers became aware 
of unusual electro-encephalographic responses occurring in schizo- 
phrenics in the immediate post-electric-shock period. When mes- 
caline is given to such patients, there is a diminution in slow wave 
patterns, with a concomitant increase in alpha per cent time. 

The use of electric convulsant therapy in the treatment of schizo- 
phrenic patients and its effect on the electro-encephalogram has 
been well documented.** Electrically-induced convulsions give rise 
to rather specific electro-encephalographic changes. It has been 
observed that following the first convulsive treatment the electro- 
encephalographic tracing returns to the control pattern within 30 
to 60 minutes. As the number of treatments increases, there is a 
greater tendency for slow activity to appear in the electro-enceph- 
alogram. This persists for one or two hours after a treatment is 
completed. 

In addition, there is a residual electro-encephalographic effect 
consisting of high voltage, bilaterally synchronous, slow wave 
bursts. This effect lasts for as long as several weeks. There is a 
direct relationship between the frequency and intensity of the elec- 
tric convulsive treatment on the presence and duration of high 
voltage, slow wave burst activity. Usually the electro-encephalo- 
graphic signs of electric convulsive treatment disappear within 
four to six weeks after the last treatment. It has been reported 
that bilaterally symmetrical slow wave discharges, such as those 
seen following electric convulsive treatment, probably originate in 
the diencephalon.’ If the previously noted concept that mescaline 
acts on the diencephalon’ is correct, mescaline should produce a 
significant alteration in the post-electric-convulsive electro-enceph- 


"See Authors’ Note, ‘‘Studies on Mescaline I.’’ P. 421, 
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alogram. This would constitute additional evidence to indicate the 
site of action of mescaline. 


MATERIALS AND METHODS 


Five female and three male schizophrenic patients, aged from 19 
to 43, were studied. All had been hospitalized for at least 14 
months, with the longest hospitalization 45 months. The patients 
were studied after courses of electric convulsive therapy consisting 
of three to 10 grand mal convulsions a week for periods of two to 
six weeks. The experimental technique was exactly the same as 
that used in the original study.’ The patients received 0.5 grams of 
mescaline sulfate dissolved in 20 ce. of water, injected intraven- 
ously at the rate of 2 cc. per minute. 


ReEsuLtTs 


The high voltage symmetrical slow wave bursts in six patients 
diminished markedly in amplitude and per cent time within an 
hour after the injection. There was a complete disappearance of 
all slow wave activity in two patients. Low voltage, random, slow 
activity replaced the slow waves in all patients. The alpha per 
cent time increased in three cases, 

The electro-encephalograms taken at the fourth hour were sim- 
ilar to those seen at the first hour. The increased alpha activity 
was still present in four patients. Three patients began to show a 
return of slow wave activity. One record could not be taken. 

The electro-encephalograms of six patients had returned to their 
pre-mescaline patterns at 24 hours. One patient still showed a 
moderate suppression of slow activity. One record could not be 
made, The alpha activity revealed by the suppression of slow ac- 
tivity had disappeared at the twenty-fourth hour. At no time dur- 
ing the test period was any asymmetric activity noted. 


DiIscussION 


The electro-encephalographic changes seen following the injec- 
tion of mescaline were well defined and appeared consistently in all 
eases. Alpha rhythms are cortical in origin, but appear to be un- 
der the influence of the lower centers. With the appearance of 
electric-shock-induced delta patterns, the alpha rhythms are sup- 
pressed. Following the injection of mescaline, the high voltage, 
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prominent, slow wave activity disappears; and the alpha pattern 
again is visible. The effects of mescaline on the electro-encephalo- 
gram were bilaterally symmetrical without evidence of focal 
changes. Since mescaline can suppress high voltage slow waves 
and bursts that are thought to originate in the diencephalon it is 
believed that this area is one site of action of the drug. 


SUMMARY 

The post-electric-shock electro-encephalograms of eight schizo- 
phrenic patients were studied following the intravenous injection 
of 0.5 grams of mescaline sulfate in each, 

A symmetrical suppression of high voltage, slow wave activity 
was noted in tracings taken at the first and fourth hours. At the 
twenty-fourth hour, the patterns had returned to pre-test levels in 
six of eight patients. It has been demonstrated that the high volt- 
age bursts and slow wave activity appearing after electric convul- 
sive treatment originated in the diencephalon. Since mescaline 
suppresses these slow waves, the diencephalon would appear to be 
one of its areas of action. 


Central Islip State Hospital 
Central Islip, N. Y. 
and 
New York University Post-Graduate Medical School 
New York, N. Y. 
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STUDIES ON MESCALINE III. ACTION IN EPILEPTICS*t 


Jlinical Observations and Effects on Bram Wave Patterns 
BY HERMAN ©, B. DENBER, M, D. 


The action of mescaline on the clinical and brain wave patterns 
of 25 schizophrenic patients was investigated in a previous study.’ 
There was a decrease or disappearance of alpha activity in 20 pa- 
tients, an increase in four, and relatively little change in one. The 
predominant clinical reactions were in the emotional sphere; and, 
in general, mescaline reawakened or intensified the psychotic symp- 
toms. Merlis and Hunter’ report that mescaline can suppress the 
high voltage slow waves and bursts that appear in the electro- 
encephalograms of schizophrenic patients following electric con- 
vulsive treatment. 

It is believed that slow waves and spike-wave discharges orig- 
inate in the diencephalic centers.** Williams says that only the 
slow wave component is thalamic in origin, that the spike is corti- 
eal.’ High voltage slow waves and bursts, as well as spike-wave 
discharges, are the prevailing abnormal rhythms in the electro- 
encephalograms of epileptic patients. Lf mescaline could abolish 
these wave forms, this would constitute suggestive evidence for 
the localization of its site of action. In view of the oft-repeated 
concept that “schizophrenia and epilepsy are mutually antagon- 
istic,” the clinical reactions of epileptic patients to this drug would 
also be observed. 


MATERIALS AND MetTuops 


Twelve epileptic patients were studied, seven men and five 
women, aged from 25 to 59 years. In each case, there was a his- 
tory of either grand mal or petit mal seizures, or both, with vary- 
ing frequencies of occurrence. In one case, the seizures began at 
the age of three days, in no case later than the age of 13. In 11 
patients the control electro-encephalograms were highly abnormal, 
with high voltage, symmetrical, diffuse, slow waves and bursts, as 
well as spikes or spike-wave patterns, while in one patient there 
were symmetrical, temporal, slow wave bursts. 

*See Authors’ Note, ‘‘ Studies on Mescaline I,’’ P, 421, 


tThis study was aided by a grant from the committee on research of the Council on 
Pharmacy and Chemistry of the American Medical Association. 
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The experimental procedure was similar to that used in the 
study of schizophrenic patients.’ Eleven patients received 0.5 
grams of mescaline sulfate intravenously, and the twelfth 0.25 
grams. Eleven patients were receiving various forms of anticon- 
vulsant medication at the time of the experiment, and one patient 
was taking, orally, 0.4 grams of mescaline sulfate per day. 


Resu.ts 


One hour after the mescaline injection, alpha activity showed an 
increase in per cent time in three patients, a decrease in four cases, 
and a complete disappearance in three cases. Alpha activity was 
absent in two patients. Delta activity was sharply decreased in 
six patients, and completely suppressed in an equal number, for 
periods up to 24 hours (Figure 1). High voltage slow wave bursts 
were diminished in frequency or amplitude in three cases, and com- 
pletely suppressed in nine cases. In one patient, the slow wave 
activity disappeared within an hour, in spite of the fact that only 
0.25 grams of the drug was injected. The spike-wave discharges 
disappeared temporarily from the electro-encephalograms of two 
patients. In one, they reappeared after 50 minutes (Figure 2). 

In the other, the patient developed a petit mal seizure four hours 
and twenty-one minutes after the injection, concomitant with the 
appearance of spike and slow wave discharges in the electro- 
encephalogram. This was followed by a petit mal status lasting 
about 24 hours. The high voltage, 4.5 cycles per second bursts 
showed a “waxing and waning” of their amplitudes in the patient 
who was receiving oral mescaline at the time of the experiment. 


At 24 hours, the electro-encephalograms had returned to the pre- 
test pattern in four patients, while in four others this process was 
still not completed. One electro-encephalogram showed an in- 
creased alpha per cent time and decreased delta per cent time as 
compared to the control. Three records were not taken. 

Symmetrical, generalized low voltage fast activity occasionally 
replaced the slow waves. Several control experiments were done 
using 20 cc. of intravenous saline injected at the same rate and 
under the same conditions as the mescaline. There were no clini- 
cal or electro-encephalographie changes. 


The predominant clinical reactions to the mescaline in eight pa- 
tients were drowsiness, lethargy, apathy and/or sleep. Two pa- 
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Figure 1. ERG of R. M.. a 25 year-old colored man with 


grand mal seizures for 


years, Twenty-one minutes after the intravenous Injection of n aline, there 
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Figure dz EEG of M. D,, a 38-year-old white woman with a history of petit and grand 


mal seizures since the age of three days. There is a marked decrease of all brain 


wave activity following the intravenous injection of mescaline. The spike-wave dis 
charges do not return until 50 minutes have elapsed, 
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tients showed clear-cut somatic delusions. Two appeared to be hal- 
lucinating, but denied this when questioned. One spoke of pleas- 
urable sexual feelings following injection of the drug. One patient 
became loud, boisterous, resistive, and paranoid against the physi- 
cian. The sensoria were clear in all patients. 

One patient showed marked retching as the drug was injected. 
She then developed an acute panic reaction with intense agitation, 
restlessness, fear, anxiety and tension. Her speech was rambling. 
She was occasionally incoherent and was easily distractible. Her af- 
feet was inappropriate. She expressed somatic delusions but later 
recognized their nature. Paranoid thinking was evident. She de- 
nied having visual or auditory hallucinations. She spoke in a pre- 
cise, soft, methodical fashion, emphasizing each syllable of every 
word. She was oriented for time and place, and in contact at all 
times. These reactions occurred in a clear setting. Twenty-four 
hours later she was depressed and withdrawn, and reported amne- 
sia for the events of the preceding day. 


Discussion 


It was not possible to correlate the clinical findings with the 
brain wave patterns.’ The clinical symptoms occurred irrespective 
of the electro-encephalographic changes. These clinical findings 
in epileptic patients following mescaline injection have not been 
reported heretofore. The predominant response of lethargy and 
somnolence would suggest an action upon the infracortical path- 
ways subserving the state of wakefulness.*" The inability to pro- 
duce psychotic-like pictures in 11 of the 12 epileptics indicates some 
basic differences in the patterns of cerebral organization between 
epileptics and schizophrenics. 

The acute psychotic response in the twelfth patient raises a 
question of the possible co-existence of epilepsy and schizophrenia. 
The control electro-encephalographic findings in this patient of 
symmetrical generalized high voltage slow waves, spikes, and 
bursts, taken together with the well-documented history of grand 
mal and petit mal seizures since the age of three, make the diag- 
nosis of convulsive disorder certain. Yet, the reactions during the 
mescaline experiment were similar to those evoked in schizo- 
phrenic patients.’ Two weeks after the mescaline experiment, this 
patient developed a psychotic attack indistinguishable, for the most 
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part, in form and content, from her reaction to mescaline. The 
clinical picture was marked by flight of ideas, rambling all over 
when talking, irrelevant stream of thought, distractibility, clang 
associations, inappropriate affect, silliness, ideas of reference, au- 
ditory hallucinations, and marked paranoid delusions referable to 
the patients on the ward. The sensorium was clear. Subsequent 
examination and observation of this patient has shown that schizo- 
phrenia co-exists with epilepsy. This case will be reported later 
in greater detail. In all probability such patients are extremely 
rare,” * 

It is of interest to note that mescaline affects the alpha waves 
similarly in epileptic and in schizophrenic patients. 

It is not possible to state whether mescaline has a focal or gen- 
eralized action upon the central nervous system. The previous** 
and present electro-encephalographic data (suppression of slow 
waves and spike-wave discharges) is suggestive evidence for the 
hypothesis that mescaline has a specific action upon the dienceph- 
alic centers. In view of neurophysiologice studies indicating the 
dependence of cortical rhythms upon the intactness of the lower 
centers,” **"' it is likely that, by disrupting this homeostatic bal- 
ance, mescaline gives rise to the clinical and electro-encephalo- 
graphic phenomena reported herein. While it is possible to sup- 
press the slow wave activity and spike-wave patterns of epilepsy 
by problem-solving efforts’* or similar arousal phenomena, the ef- 
fect of such procedures lasts but a few minutes. When this action 
persists for many hours, as it does with mescaline, it can be sup- 
posed that there has been some interference on a biochemical level 
in the diencephalon. 


SUMMARY 


1. The intravenous injection of mescaline sulfate in epileptic 
patients caused an increase, a decrease or a disappearance of alpha 
activity as shown on the electro-encephalogram. 

2. There is either a sharp decrease or disappearance of delta 
waves. 


3. Spike-wave patterns disappear for variable periods follow- 
ing the administration of mescaline. 

4. Lethargy, drowsiness and somnolence are the main clinical 
symptoms produced by mescaline in epileptic patients. All pa- 
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tients denied having auditory or visual hallucinations. Two ex- 
pressed paranoid ideas, and two had somatic delusions. 

5. One patient developed an acute psychotic reaction, 

6. Further evidence is offered to support the concept that mes- 
caline acts upon the diencephalon. 


ACKNOWLEDGMENTS 


The writer is indebted to Dr. Hans Strauss for his critical review 
of the material during the course of this study; and he wishes to 
thank Mrs. Ruth F. Bien for her editorial assistance, and Mr. Sol 
Tullman for his very generous help, not only in this, but in other 
work. 


Manhattan State Hospital 
Ward’s Island, N. Y. 


REFERENCES 


Denber, H. ©. B.; Merlis, 8.; and Hunter, W.: The action of mescaline on the 
clinical and brain wave patterns of schizophrenic patients before and after 
electroconvulsive treatment, Abstracts of the Third International Congress of 
Electroencephalography and Clinical Neurophysiology. P. 30. Boston. 1953, 

Merlis, 8., and Hunter, W.: Studies on Mescaline: Electroencephalographic re- 
sponses following electroconvulsive treatment. Paper at the Combined Section 
Meeting of the American Psychiatrie Association with the American Associa- 
tion for the Advancement of Science, Boston, 1953. 

Strauss, H.; Ostow, M.; and Greenstein, L.: Diagnostic Electroencephalography. 
Grune & Stratton. New York. 1952, 

Jasper, H. H., and Droogleever-Fortuyn, J.: Experimental studies on the fune- 
tional anatomy of petit mal epilepsy. Res. Publ. Assoc, Res, Nerv, Ment. Dis., 
26 :272-298, 1947. 

Spiegel, E. A.; Wycis, H. T.; and Reyes, V.: Diencephalic mechanisms in petit 
mal epilepsy. EEG and Clin, Neurophys., 4:473-475, November 1951, 

Hunter, J., and Jasper, H. H.: Effects of thalamic stimulation in unanaesthetized 
animals, EEG and Clin, Neurophys., 1:305-324, August 1949. 

Williams, D.: A study of thalamic and cortical rhythms in petit mal. Brain. 
76:50-69, March 1953. 

Bellak, L.: Dementia Preecox. Grune & Stratton. New York. 1948. 

Ingram, W. R.; Knott, J. B.; Wheatley, M. D.; and Summers, P. D.: Physiological 
relationships between hypothalamus and cerebral cortex. EEG and Clin. Neuro- 
phys., 3:37-58, February 1951. 

French, J. D., and Magoun, H. W.: Effects of chronic lesions in central cephalic 
brain stem of monkeys. Arch, Neurol. and Psychiat., 68:591-604, November 
1952. 





STUDIES ON MPSCALINE III. ACTION IN EPILEPTICS 


Whitteridge, D.: Physiology. Chapter 4 in: Electroencephalography. By Walter 
W. Grey and collab. Macdonald and Co. London, 1950. 


Hoch, P. H.: Clinical and biological interrelations between schizophrenia and epi- 
lepsy. Am. J, Psychiat., 99:507-512, January 1943, 


Notkin, J. J.: Epileptic manifestations in a group of schizophrenic and manic- 
depressive psychoses. J. N. M. D., 69:494-521, May 1929. 

Dempsey, E. W., and Morison, R, 8.: The production of rhythmically recurrent 
cortical potentials after localized thalamic stimulation, Am. J. Physiol., 135: 
293-300, January 1942. 

Kennard, M. A.: Eleetroencephalogram of decorticate monkeys. J. Neurophysiol., 
6:233-242, July 1943, 

Obrador, 8.: Effect of hypothalamic lesions on electrical activity of cerebral cor- 
tex. J. Neurophysiol,, 6:81-84, March 1943. 

Kennard, M. A.: Effects on EEG of chronic lesions of basal ganglia, thalamus 
and hypothalamus of monkeys. J. Neurophysiol., 405-415, September-November 
1943, 

Barker, W., and Barker, 8.: Experimental production of human convulsive brain 
potentials by stress-induced effects upon neural integrative function: dynamics 


of the convulsive reaction of stress. Res. Publ. Assoc, Res. Nerv. Ment. Dis., 
29:90-113, 1950. 





PRELIMINARY REPORT ON 500 PATIENTS TREATED WITH 
THORAZINE AT ROCHESTER STATE HOSPITAL 


BY BENJAMIN POLLACK, M. D. 


The use of thorazine was first begun in Rochester (N. Y.) State 
Hospital in June 1954, but the vast majority of treated patients 
there have been on this therapy for a period of one to nine months 
at the time of writing. The group treated has comprised 170 male 
and 330 female patients, a total of 500. Most of them have been in 
the hospital a considerable time. Each patient has been carefully 
followed, with periodic summary charts. The observations in this 
paper are the result of personal evaluations by the author, as well 
as by the physicians in charge, by the supervisor of nurses of each 
service, and by nurses and attendants who have been in frequent 
contact with the treated patients. 

Patients were selected from every service in the hospital and 
free choice in the selection was given to the physicians in charge 
of the services. Various forms of treatment procedure were used 
in each service, both as regards dosage and type of administration. 
In general, an attempt was made to choose patients with “mobile 
emotion” directed toward themselves or others. Thorazine was 
administered, likewise, to a number who were usually or constantly 
in restraint or seclusion. Various studies were instituted, and the 
results will be outlined later in this paper. 


CoMPARISON WITH LOBOTOMIZED PATIENTS 


An attempt was made to evaluate the use of thorazine as a prog- 
nostic test for patients upon whom prefrontal lobotomy operations 
were contemplated. It would appear that thorazine is a valuable 
aid in determining the choice of patients for such operations; but, 
as a matter of fact, lobotomies have been indefinitely deferred for 
some patients because of the marked improvement in them follow- 
ing treatment with thorazine. It is important to realize that these 
patients had previously been treated with insulin, electric shock, or 
other types of therapy—with temporary, slight, or no results. 
Some patients were treated who had demonstrated only transient 
improvement following prefrontal lobotomies and who had then 
continued with their disturbed behavior or their delusional ideas. 
A number of such patients have been maintained in a stable state 
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by thorazine. No tendency to increased convulsions was noted with 
its use. 


ComMPaRISON witH Execrric SHock 


There is apparent emphatic unanimity of the medical staff of 
this hospital about the efficiency of thorazine as contrasted with 
electric shock. A group of patients who required maintenance 
electric shock to retain improvement was placed on thorazine. 
With practically no exceptions, they could be maintained in as good 
or better condition than when on electric shock. Some who had re- 
mained in the hospital because they needed maintenance doses of 
electric shock have left on home visits or have been transferred to 
better wards since they have been receiving thorazine; and they 
have continued to maintain improvement without additional shock. 
A small number have been treated with both thorazine and electric 
shock. Experience at Rochester is limited in this field, but it would 
appear that thorazine does not potentiate, or change in any way, 
the dosage of electric shock required. There is a growing list of 
patients who previously failed to respond to electric shock but who 
have shown rather astonishing improvement with continued thora- 
zine treatment. This group consists, for the most part, of patients 
who were formerly described as regressed. Many of them were ir- 
ritable and resistive and were cared for in restraint or seclusion 
on the disturbed wards. 

Since thorazine has been given on the continued treatment serv- 
ices, the number of electric shock treatments has decreased tre- 
mendously. Before thorazine was used, there was a daily average 
of 300 patients treated with electric shock; at the present time, the 
average is only nine patients so treated; and these are suffering 
from retarded depressions or involutional melancholia. 


INDICATIONS 


Thorazine acts by facilitating communication and permitting an 
objective viewpoint of the stresses and difficulties which are up- 
setting the individual. Thus, it is useful in situations associated 
with anxiety, fear, apprehension, suspicion, certain depressions, 
and hypochondriacal states. Observers at Rochester are in gen- 
eral agreement that agitated, openly hostile, aggressive, excited, 
overactive, anxious, fearful, and resistive patients show a high re- 
sponse to this medication. It would appear that with certain ex- 
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ceptions much the same favorable prognostic signs that have been 
used to select prefrontal lobotomy patients can be used to select 
patients for thorazine. Favorable cases are patients with purpose- 
ful, aggressive or sadistic tendencies. Others are those with anx- 
iety, mood swings, obsessive-compulsive tendencies, hysterical, and 
hypochondriacal manifestations. Patients with paranoid states, 
with much emotional instability in chronic functional or organic 
psychoses, may show very good responses, but there are many un- 
explained failures. It may be that some of these are due to inade- 
quate dosage. Catatonic states with fluctuations, particularly those 
in which there is stupor or excitement, mutism, or refusal to take 
food, appear to indicate a good response. Chronic psychotic states 
which show periodic remissions spontaneously, or under electric 
shock, or which are maintained in remission by electric shock or 
ambulatory insulin, likewise show generally excellent results with 
thorazine. Patients who have chronic psychotic states, with pe- 
riodic fluctuations in mood or in intensity of their reactions to their 
psychoses or in their delusions or hallucinations, do well under 
treatment. Occasionally, chronic psychotics with purposeless pe- 
riods of excitement that are not apparently related to exogenous 
or endogenous stimuli may show improvement. 

Some patients, ill for a long time, showed initial improvement 
with thorazine and then relapsed within a week. However, con- 
tinued treatment resulted in improvement again, and apparent re- 
integration occurred. This was particularly notable in behavior 
changes, rather than in content of psychosis, although, in many pa- 
tients, delusional contents gradually became less marked as the pa- 
tients felt more comfortable. This period of reintegration was as- 
sociated with a gradual reduction in the intensity of delusional con- 
tent. In a number of patients this was rather marked, so that 
finally hallucinations and delusions either entirely disappeared or 
their presence was difficult to elicit. 


Errect on THe Usz or Restraint 


A group of 85 patients who had histories of restraint or seclu- 
sion for many years was selected for treatment. At the time of 
writing, 42 of these patients have been out of restraint or seclusion 
for a month or more, 32 still require one or the other most of the 
time, and the remaining 11 patients now require either treatment 
infrequently. 
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Continued experience has definitely shown that thorazine is a 
very effective agent in reducing the amount of restraint and seclu- 
sion needed. With the use of thorazine extended throughout the 
entire hospital, a great deal of the restraint previously used has 
been eliminated, particularly during the daytime. Most of the re- 
straint that is still being used, is for nonpsychiatric reasons, and 
at night for restless, feeble, bedridden, elderly patients. On many 
services restraint has been almost entirely abandoned. Again, it 
must be emphasized at this point that, coincident with the use of 
thorazine, other measures must be instituted, so that the patients’ 
activities, and particularly their aggressive impulses, are utilized 
in more productive and beneficial fields. 


INVOLUTIONAL PSYCHOSES 


The writer has been impressed with the effect of thorazine on 
patients with involutional psychosis, both melancholia and para- 
noid types, where there is fairly marked emotion or signs of motor 
restlessness, particularly if associated with much anxiety or ap- 
prehension. Fear in such patients, which is expressed in the form 
of delusional material and kinetic outflow, seems also to lead to 
favorable results. In the present series, the number of patients 
with this diagnosis is too small to make any but general observa- 
tions, but it would appear that results with thorazine may not be 
proportionately so effective or so rapid as those with electric 
shock. It must be remembered that many thorazine-treated pa- 
tients were those who had not shown sustained results with electric 
shock. However, about 50 per cent of such patients responded fa- 
vorably to thorazine. Including the more acutely ill patients in 
the figures, 88 per cent displayed significant improvement in be- 
havior and 71 per cent in their psychoses. Improvement in this 
group was maintained either when thorazine was used alone or 
when it was given following series of electric shock treatments. 
Such patients may be maintained at home with thorazine. 


OvuTPATIENT TREATMENT 


Thorazine has been used on patients who have applied for volun- 
tary admission to the hospital. Patients who were not too de- 
pressed, agitated, or suspicious for a trial to be made were given 
thorazine and advised to remain out of the hospital. It seems evi- 
dent that hospitalization can be avoided in the majority of care- 
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fully selected patients, where the co-operation of the patient and 
his family can be obtained. A number of such patients have been 
treated without complications. At least half of these patients were 
well known to the staff, as they had previously been admitted to 
the hospital. Some of these latter patients would not co-operate, 
because they knew what electric shock had done for them in the 
past and insisted upon admission to the hospital for this treatment. 
They thus took thorazine in a perfunctory manner and in a few 
days returned, stating that the drug was ineffective and demand- 
ing hospital readmission. Many such patients were continued on 
thorazine after readmission with effective results. Thorazine has 
also been continued on patients leaving the hospital on convales- 
cent care. Maintenance doses of 50 to 100 mgs. are given once or 
twice daily. It is felt that the medication should not be discon- 
tinued when the patient leaves the hospital, since there are many 
additional stresses which he will encounter in adjustment at home 
and which make medication at least temporarily essential to main- 
tain stability. At present, 103 patients who have been treated with 
thorazine are at home, either on convalescent care or discharged 
after voluntary admission. Thorazine medication when given to 


patients out of the hospital is always accompanied by a warning 
concerning the dangers of driving a car or working with machin- 
ery. A number of patients who have shown a tendency to relapse 
while on convalescent care have been treated with thorazine; and, 
in the majority of such patients, a return to the hospital has been 
avoided. The distribution by diagnosis of thorazine-treated pa- 
tients on convalescent care or discharged can be seen from Table 1. 


TREATMENT OF ELperty Patients 


A number of patients diagnosed as having a senile psychosis or 
psychosis with cerebral arteriosclerosis have been treated with 
thorazine, and in 78 per cent of them, favorable responses have 
been noted. These were seen particularly in patients who were ex- 
tremely agitated, restless, hostile, or resistive. A word of caution 
should be introduced that this drug is not as innocuous as perhaps 
has been assumed in the treatment of elderly patients, particularly 
of those who show unstable vascular systems or who have histories 
of myocardial disorder. At Rochester, six elderly patients receiv- 
ing thorazine died of cardiac disease. It is not clear whether the 
drug played a role in these deaths, but the number is proportion- 
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Table 1, Distribution by Diagnosis of 103 Patients Now Out of the Hospital 


Diagnosis Per cent 











Schizophrenia 53 
Catatonic 
Paranoid 
Hebephrenic 

Manic-depressive psychosis 


Involutional psychosis 
Melancholia 
Paranoid 
Arteriosclerotic and senile psychoses 
Psychoneurosis 11 
Psychosis with psychopathic personality 
Psychosis with mental deficiency 2 





ally large, and would indicate that perhaps thorazine, by depress- 
ing the blood pressure and slowing the circulation, breaks down 
the cardiovascular balance of the body. In five of the six, there 
were sudden cardiovascular collapses after the drug had been taken 
for periods ranging from two days to three weeks. In at least two, 
it is felt that thorazine may have been implicated. All six had 
some type of cardiovascular disease—compensated in some cases. 
All had been adjusting to the drug generally satisfactorily and had 
become quiet and fairly co-operative. Each of the six, without 
warning, showed a sudden change, characterized by labored respir- 
ations and rapid pulse rate; and death followed shortly. One pa- 
tient, who had had a previous myocardial infarct and who had been 
in a marked state of excitement for some time, showed a good re- 
sponse to thorazine for some weeks and then died suddenly. Un- 
fortunately, this is the only one of the six upon whom there was an 
autopsy. 

One patient, aged 61, diagnosed as having a psychosis with cere- 
bral arteriosclerosis, had been showing a good response to thora- 
zine for two weeks. She had become quiet, co-operative and alert, 
and had lost much of her confusion. Then she suddenly had a series 
of convulsive seizures, during which she seemed to be critically ill. 
She was unconscious and in a state of collapse. Before thorazine 
administration, her blood pressure was 220/106; afterward, 146/90. 
It is pure conjecture, but it is possible that even a minor drop in 
blood pressure in elderly hypertensive patients may lead to pre- 
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mature thromboses in either the cerebral or coronary arteries. 
There have been no convulsive seizures in young patients. 

In some of the confused, elderly patients there has been—coin- 
cident with improvement in their excited, restless states—a loss of 
confusion and delusions. It would appear that reducing physical 
overactivities tends, in certain patients, to cause an improvement 
in the mental state. This may, of course, result from decreasing 
the amount of blood required by the muscles, and, at the same time, 
permitting the patient to eat a better diet. 


Bioop Pressure CHANGES 


An attempt was made to follow blood pressure changes; but they 
did not reveal any definite or consistent findings. In most patients, 
particularly where there was much restlessness or emotional drive, 
the systolic blood pressure fell—with a less marked fall of the di- 
astolic blood pressure. In many regressed schizophrenics, very 
little change was noted. In the majority of patients, the diastolic 
blood pressure returned to almost its pre-treatment level, while 
the systolic pressure varied from very marked changes to minimal 
changes a week to two months after treatment. In some patients, 
however, rather marked falls occurred, such as one to 80/60 in a 
patient whose pressure had previously been 124/80. It was impos- 
sible to predict from blood pressure alone which patients would 
complain of such hypotensive symptoms as weakness, fainting, diz- 
ziness, or headaches. Some appeared entirely comfortable with 
their lower blood pressures, while others complained of dizziness 
and headaches, particularly on rapid movement. 

As previously mentioned, extra care should be used in adminis- 
tering this drug to elderly patients. It should be pointed out that 
there were variable responses in the blood pressures in this group, 
with little correlation between blood pressure changes and clinical 
symptoms. Many elderly persons treated were either extremely 
restless, ambulant patients, or were overactive, bedridden ones. 

There was one case of tachycardia, in a 35-year-old woman who 
had essential hypertension and whose blood pressure at the begin- 
ning of treatment was 190/110. After three days with thorazine, 
she developed a tachycardia with a pulse rate of 144, coincident 
with a continued fall in blood pressure, which dropped to 140/80 on 
the sixth day. When treatment was discontinued, the blood pres- 
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sure rose for three days, and the pulse rate fell. On the fourth 
day after treatment ended, the blood pressure was 190/110, and 
the pulse rate varied between 80 and 90. 


Dosace 


The drug can be given either orally or intramuscularly. As far 
as can be determined there is no advantage in the latter procedure, 
except where it is impossible to give medication by mouth. For 
the vast majority of patients the daily initial dosage was 200 mgs. ; 
this was increased every three days by 25 to 50 mgs. until the max- 
imum response was obtained. Most patients were maintained at 
daily dosages between 200 and 400 mgs. ; occasionally 600 mgs. were 
given. Larger dosages appear unnecessary and do not produce 
additional improvement. It seems better to begin with doses in 
the higher range, since complications seem less marked and less 
prolonged, and hypotensive symptoms with headaches, dizziness, 
and feelings of weakness seem to vanish much more quickly than 
with smaller dosages. 

In elderly patients much caution was used, and, where possible, 
they were kept in bed for the first few days of treatment. For the 
most part, they were treated with the smaller doses, since it was 
quickly learned that more than 200 mgs. made such patients very 
drowsy. A very few patients who were almost continuously ex- 
cited seemed to show no response to this drug. Most of the fail- 
ures probably resulted from inadequate dosage. In the present se- 
ries, the physicians in charge noted behavior improvement in 88 
per cent of all treated patients according to the observations of the 
physicians in charge of these patients. In an independent survey, 
the supervising nurses judged that 83 per cent of such patients 
have shown behavior improvement. This is a surprising consist- 
ency of findings. Thorazine was given both orally and intramus- 
cularly, Oral dosages were between 100 and 600 mgs. daily, and 
the intramuscular dosages between 100 and 400 mgs. daily. 

Initially, thorazine was administered—whether orally or intra- 
muscularly—four times a day because of the impression that its 
action was short-lived and probably would not persist for longer 
than six hours. This impression had been obtained from experi- 
ence elsewhere—it had been demonstrated that thorazine had 
an anti-emetic effect lasting for six hours on antabuse-alecohol re- 
actions. It would appear, after various trials, that the action of 
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thorazine persists for a much longer period. The dosage schedule 
is now altered so that patients start on this medication with doses 
only twice, or at the most three times, a day. As far as can be 
judged, the results are as effective as with more frequent dosage. 
Maintenance doses are now of various types. One group of pa- 


tients who have shown sustained improvement now gets 50 mgs. 
each, twice a day; another group, 50 mgs. once a day; and a third 
group, 50 mgs. every other day. 

At first, patients receiving intramuscular injections remained in 
bed for an hour after treatment. Most of these were chronic, re- 
gressed schizophrenics. They developed few complaints following 
injections, however, and at present are not put to bed but are al- 
lowed up and about. There have been no hypotensive reactions in 
this group. 


COMPLICATIONS AND Sipe Errecrs 


Many patients on the larger doses complained at first of some 
dizziness, weakness and lethargy. They could readily be aroused, 
however, and would quickly become alert on stimulation or conver- 
sation or when their attention was sustained by external and en- 
vironmental events. In a few-—particularly in the older group— 
drowsiness was such that it was necessary to administer small 
doses of dexedrine, 5 mg., once or twice a day. In the vast major- 
ity, drowsiness, weakness, lethargy, and complaints of headache 
and dizziness disappeared in three to four days. In a small num- 
ber, these symptoms were present at all times within 15 minutes to 
one-half hour after intramuscular injection or one hour after oral 
ingestion, but the symptoms quickly disappeared and generally did 
not persist for more than an hour. While there was no apparent 
tolerance built up, symptoms gradually decreased in intensity, and 
in the majority of patients disappeared after the first or second 
week of treatment. Patients with symptoms did not appear con- 
fused, and there was no obvious intellectual impairment. 

In the entire series of 500 patients, only four markedly severe 
hypotensive reactions with fainting attacks occurred. These 
quickly responded to bed care and required no further treatment. 
Thorazine treatment was continued, and the hypotensive effects 
disappeared. 
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One ease of agranulocytosis appeared suddenly in a patient who 
complained of sore throat and malaise. The white blood count was 
only 550 cells, all lymphocytes. The patient died the following day. 


Dermatitis. Seven nurses who had given intramuscular injec- 
tions of thorazine developed dermatitis of the hands, and in two 
cases, of the face also. There was a maculopapular rash on the 
hands, or on the hands and face, with some slight edematous reac- 
tion, which might be on the face or the back of the neck. Besides 
these seven nurses, two others developed a scaly, marked erythe- 
matous reaction on the hands. This was treated with hydrocorti- 
sone because of its severity. Nurses giving intramuscular injec- 
tions of thorazine have now been instructed to wear gloves. <A gen- 
eralized dermatitis developed in 3 per cent of the patients treated, 
mostly within two weeks of treatment. This consisted of a maculo- 
papular rash which began at first on the hands, face, and neck, and 
later spread to the chest, occasionally to the back, and frequently 
to the legs. In most of these patients this was intensely itchy. 
They were treated with antihistaminics and by cessation of thora- 
zine treatment. 

Jaundice. Clinical and obvious jaundice occurred in 4 per cent 
of the total series. The ages of the patients affected varied from 
46 to 82. This jaundice was not accompanied by marked symptoms, 
except for complaints of itching of the skin, and of course, obvious 
discoloration of the skin and sclera. If elevation of temperature 
occurred, it was minimal, and no active treatment was required. 
The icteric index and van den Bergh tests indicated an obstructive 
type of jaundice. Patients were re-treated with thorazine after 
the dermatitis or jaundice disappeared; and, except for two, there 
was no return of the complication. In addition to the patients just 
described, a number had yellowish discolorations of the sclera 
without corresponding skin changes. They were continued on 
treatment with no aggravation of jaundice. Several liver biopsies 
were done on patients with jaundice, disclosing swollen bile canali- 
culi which had become invaded by lymphocytes. There was no evi- 
dence of necrosis, cirrhosis, or parenchymal damage. 

Other Side Effects. A number of patients complained of rather 
marked dryness of the mouth. No cases of Parkinsonism devel- 
oped, perhaps because the dosage level never exceeded 600 mgs. 
per day. A few patients complained of gastritis after treatment, 








BENJAMIN POLLACK, M. D. 449 


and a few likewise reported constipation. Some of the younger 
women stated that their menstrual periods—while they were on 
thorazine—were free from painful cramps experienced previously. 
A few patients developed a rather grayish facial pallor, and this 
seemed to be associated with a wooden expression. There were 
few complaints of “grippe-like” states. Some patients com- 
plained of blurred vision, of tremors of the extremities, of feeling 
faint, weak, slowed-up or unsteady. Others reported that their re- 
actions and their skill in fine work were impaired. Although the 
drug produced tremors in some patients, choreiform movements 
were almost entirely controlled in three out of six patients who had 
Huntington’s chorea. 


Neep ror Tora Pusu Program 


It is important to remember that the medication is only one step 
in the treatment of the patient. The drug makes the patient more 
accessible to psychotherapy and to a total push program. In this, 
occupational therapy, recreational therapy, habit training, and so- 
cial acclimatization and competition play vital roles in a process of 
continuing and final rehabilitation, especially in patients who have 


been ill for long periods. 

The patients themselves appreciated their improvement, and 
questioning would bring out such statements as: “I feel relaxed”; 
“T am comfortable”; “I feel good”; “I don’t seem to worry any 
more”; “my troubles don’t seem so great.” Many patients became 
more communicative in a normal fashion and lost their previous re- 
actions to trends or their oversensitivity to environmental or en- 
dogenous stimuli. 


Errect on Emp.oyers’ MoraLte 


A byproduct in research programs like this—and one which 
should be stressed and which plays an important role-—is the stim- 
ulus given to the ward personnel in the treatment of patients. The 
ward personnel are extremely enthusiastic about this medication. 
Various comments are: “The ward seems quiet”; “there appear to 
be no annoyances on the ward”; “the work seems more interesting 
because the patients can talk and react as individuals.” This stim- 
ulation of the personnel plays an important role in the individual 
treatment afforded by them to the patients and has awakened the 
interest of attendants and nurses in therapy. The attempt has 
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been made to increase and maintain such interest by assigning 
small tasks so that ward workers can feel that they play some part 
in the research and therapeutic program. They have been assigned 
to write individual reports and observations on the patients on 
their services, to take blood pressures and pulse rates, and to dis- 
cuss frequently the aims and objectives of the treatment, some of 
the signs of improvement, and possible complications which might 
occur. Although both intramuscular and oral administration have 
been used, there has been little complaint by the personnel of the 
additional work. 


Cast SUMMARIES 


The following brief summaries illustrate the changes that have 
occurred in some of the treated patients: 


M. D. 


This woman was admitted to Rochester State Hospital in 1941 at the age 
of 38 with a history of four previous admissions, on all of which she had 
been diagnosed as a manic-depressive, manic type. During her most recent 
hospitalization, she had shown very frequent attacks of excitement, with 
overactivity, flight of ideas, distractibility, and elation. At times she was 
destructive, assaultive, impulsive, noisy, and frequently required restraint. 

Thorazine treatment was begun on October 27, 1954, at which time 50 
mgs. was given four times a day. Initially, this was given intramuscu- 
larly, and, then, as the patient became more co-operative, orally. On No- 
vember 1, she was quiet, agreeable, co-operative, and out of restraint. On 
November 15, she was still receiving 200 mgs. per day. She had continued 
to be ambulatory, cheerful, co-operative and quiet, and was able to care for 
herself. Restraint had not been required since the beginning of treatment. 
Her blood pressure before treatment was 128/88, and a half-hour after 
treatment it was reported as 124/92. On December 6, her conduct was ex- 
emplary ; she was now pleasant, friendly, quiet, co-operative and slept well. 
She is being maintained on 50 mgs. of thorazine, given once daily. 


R. A, 


This 43-year-old woman was admitted to the hospital on January 30, 
1950 with a history of an illness of possibly seven years duration. She was 
diagnosed as suffering from dementia prweox, paranoid type. She had a 
grandiose delusional system, with many ideas of persecution, which be- 
came much more extensive with the passage of years. Several courses of 
electrie shock treatment brought only temporary improvement in her be- 
havior. At all times, however, her paranoid delusions persisted. She was 
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seclusive, irritable, constantly preoccupied, and at times assaultive without 
provocation. She generally took no part in ward activities. 

At times, there was a temporary improvement in the intensity of her re- 
action, and she would leave the hospital for a short period, but would al- 
ways have to be returned. She had not been out of the hospital for three 
and one-half years when thorazine treatment was begun on October 30, 
1954 with 100 mgs. daily. This was quickly increased to 200 and then 300 
mgs.; and, finally, by November 15, she was receiving 400 mgs. per day by 
mouth. On November 13, she was reported as having improved markedly 
in behavior, in that she was less resistive and irritable and had begun to 
mingle with some of the others on the ward. It was also noted that she 
began to take part in recreational activities. Her delusional content was 
still present, unchanged, but she showed an increasingly better adjustment 
to her surroundings and gradually became much more friendly. 

On December 14, she was seen to have lost all her restlessness ; she seemed 
calm and relaxed. She recalled her delusions and seemed surprised that 
she had entertained them. She is now cheerful, friendly, and causes no 
difficulty. She was released on convalescent care on December 23, and 
placed on a maintenance dosage of 200 mgs. per day. She has continued to 
maintain her improved state for the three months she has been home at the 
time of this writing. 


R. D. 


R. D. is a 57-year-old woman who was admitted to Rochester State Hos- 
pital on October 1, 1953 with a history of five electric shock treatments at 
a general hospital for a disorder which had been present for over a month. 
At the time of admission, she was sullen, resistive, thought her food was 
poisoned, and frequently refused to eat. She appeared agitated and rest- 
less and thought imaginary machines were going to cut off her fingers. 
She was actively hallucinated and expressed many delusions of persecution. 
Her diagnosis was involutional psychosis, paranoid type. 

For a year before thorazine was instituted, she had required frequent se- 
clusion. She had received 70 electric shock treatments without any obvious 
improvement. On October 27, 1954 she was placed on thorazine and the 
dosage was gradually increased from 300 mgs. intramuscularly to 500 mgs. 
intramuscularly on November 1. On November 10, she was seen to be 
markedly improved; she had become pleasant, co-operative, agreeable, and 
caused no difficulties. On November 24, she continued her improved state 
on oral medication of 200 mgs. per day. 

On December 16, it was noted that she was still markedly improved; she 
was pleasant, friendly, neat and tidy, and no paranoid trend could be 
elicited. She had good insight and was appreciative of the improvement 
which had occurred. She was placed in convalescent care on this date and 
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was given 100 mgs. of thorazine daily while at home. She was recently 
placed on 50 mgs. per day and has continued to be well in four months at 
home. 


M. F. 


M. F., an 82-year-old woman was admitted to the hospital on September 
10, 1954, diagnosed as senile psychosis, with an agitated depression of three 
months duration which had not responded to electric shock given in a pre- 
vious hospitalization. She had had a previous admission to another state 
hospital in 1946 for an attempted suicide. On the present admission, she 
showed memory defects for recent and remote events; she was disoriented 
for time and place, but her personality seemed to be fairly well preserved. 
She was restless, overtalkative, paranoid, suspicious, resistive, and at times 
assaultive. On September 15, she was started on 75 mgs. of thorazine daily 
by mouth. On September 30, she had improved markedly; her restless- 
ness and insomnia had disappeared, and she seemed co-operative and nor- 
mally productive. There were no complaints, she felt well and her previous 
trend had disappeared. She was released from the hospital on January 29, 
1955 and is still out of the hospital. 


Resvu.ts 


The largest group treated consisted of schizophrenics, who com- 
prised 285 of the total series of 500. No patients were included in 
Table 2 who had not had at least a month of treatment. Some of 
the group had been maintained on regular doses of electric shock, 
but many patients who formerly were resistive to all treatments 
are included. Some of these demonstrated rather dramatic and 
unexpected improvements on thorazine. Some displayed prompt 
improvement in behavior, but the effect upon the psychosis was 
not so evident until after one or two months. In some, the psycho- 
sis seemed to disappear gradually, and in others to collapse sud- 
denly. Many were able to discuss their previous trends and ac- 
tions with surprisingly good objective recall. The following table 
indicates the results of treatment in schizophrenic patients without 
consideration of the duration of psychosis: 

The decided changes in behavior indicated by the groupings from 
“much improved” to apparently normal behavior were thus shown 
by 67 per cent of the treated schizophrenics. The psychosis in this 
group was noted as varying from “much improved” to socially 
“recovered” in 33 per cent of the patients. 
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Table 2. Schizophrenia—285 Patients 





Behavior Psychosis 
Result Per cent Per cent 





Recovered (social) 10 4 
Markedly improved 21 7 
Much improved 36 22 
Improved 19 18 
Unimproved 14 49 








When the series is broken down according to the duration of 
psychosis, the results become much more significant, indicating, as 
was expected, that the patients ill for less than one year had much 
better prognoses than those ill from one to five years. This con- 
trast in prognosis was very marked when the group that was ill 
five years or more was contrasted with the group ill for a shorter 
period. This is particularly evident in the degree of recovery from 
psychosis and is somewhat less marked in improvement of be- 
havior. 


Table 3. Results According to Duration of Psychosis in 285 Treated Schizophrenics* 





Under 1 year 1 to 5 years Over 5 years 
B** pr B** pre B** pee 
Result Percentages of groups by duration 





Recovered (social) 21 20 9 q 2 
Markedly improved 29 28 23 21 4 
Much improved 21 23 17 42 23 
Improved 0 20 17 19 20 
Unimproved 29 9 34 4 51 


100 100 100 100 100 


*Of the total of 285, the under-l-year group was 7 per cent; the 1-to-5-year group, 20 
per cent; the over-5-year group, 73 per cent, 
B**,—Behavior. .P**—Psychosis, 





It is recognized that diagnosis alone is no indication for treat- 
ment with thorazine. As it has already been pointed out, the be- 
havior, particularly the emotional reaction, of the patient appears 
to be the crucial indication for such therapy. It might however be 
of interest to indicate the results obtained by the use of thorazine 
in the other diagnostic categories shown in Table 4. These should 
be interpreted as indicating significant trends. Table 5 summar- 
izes the results for the whole 500 patients. 
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Table 4. Results by Diagnostic Categories Other Than Schizophrenia 








Manic-depressive psychosis 


B* la 
Per cent Per cent 

50 30 

15 35 

20 15 

5 5 

10 15 


Recovered (social) 
Markedly improved .... 
Much improved 
Improved 

Unimproved 


Psychonewrosis 
B* p* 

Per cent Per cent 
Recovered (social) . 18 5 
Markedly improved .... 
Much improved 
Improved 
Unimproved 


Psychosis with epilepsy 
B* p* 
Per cent Per cent 
Recovered (social) 
Markedly improved .... 
Much improved 
Improved 
Unimproved 


Paychosis with alcohol, drugs, psychopaths 


B* p* 
Per cent Per cent 

69 46 

15 31 

8 

§ 

7 


Recovered (social ) 
Markedly improved .... 
Much improved 
Improved 

Unimproved 





*B-—Behavior; P*—Psychosis. 


Table 5. 


Inolutional psychosis 
(Melancholia and paranoid) 

B* »* 
Per cent Per cent 

17 13 

46 21 

37 

21 

8 


Recovered (social).. 
Markedly improved. . 
Much improved . 
Improved 
Unimproved 


Arteriosclerotic and senile psychoses 
B* ied 
Per cent Per cent 

6 0 
14 8 
14 
20 
58 


Recovered (social).. 
Markedly improved.. 
Much improved . 
Improved 


Unimproved 8 


Psychosis with mental deficiency 
Per cent Per cent 
B* 9 
27 18 
37 28 
9 27 
27 0 
0 27 


Recovered (social).. 
Markedly improved. . 
Much improved . 
Improved 
Unimproved 


Psychosis with mixed organic brain 
disease 

B* aa 
Per cent Per cent 

0 0 

29 14 

29 14 

14 29 

28 43 


Recovered (social). . 
Markedly improved. . 
Much improved .... 
Improved 
Unimproved 





500 Patients—All Psychiatric Diagnoses Treated 





Recovered (social) 
Markedly improved 
Much improved 
Improved 
Unimproved 


Behavior Psychosis 
Per cent Per cent 


15 
25 
34 


7 
15 


16 
40 
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SUMMARY 


1. In a group of 500 patients treated with thorazine from one 
to nine months, an over-all behavior improvement was noted in &9 
per cent. The behavior improvement was obvious (much improved 
to social recovery) in 74 per cent. The total improvement in psy- 
chosis was 60 per cent, with obvious improvement (much improved 
or better) in 44 per cent. 

2. Much improved to apparently normal behavior was noted in 
85 per cent of the treated manic-depressives and a much improved 
to socially recovered state occurred in the psychoses of 80 per cent 
of these same patients. Of 285 treated schizophrenics, obvious im- 
provement in behavior was seen in 67 per cent, and a similar 
change in psychosis in 33 per cent. When the schizophrenics were 
broken down according to duration of psychosis, it was seen that 
there was an obvious improvement in psychosis in 71 per cent of 
who had been ill for one to five years, and in 29 per cent of those 
ill for five years or more. The over-all quality of the improvement 
was very much greater in those sick one year or less. Of these, 21 
per cent were considered socially recovered; of those sick one to 


five years, 9 per cent, socially recovered; and of those sick five years 
or more, only 2 per cent. In the involutional group, both melan- 
cholic and paranoid type, 88 per cent displayed much improvement 
or better in behavior and 71 per cent much improvement or better 
in psychosis. In the senile and arteriosclerotic group, 78 per cent 
showed obvious improvement in behavior, and 22 per cent in psy- 
chosis. 


3. The dosage ordinarily varied between 200 and 400 mgs. No 
advantage was noted for intramuscular over oral administration. 
The effective duration of thorazine’s action appears to be much 
longer than was previously believed. It would appear that the 
drug is just as effective when given twice daily as when given 
oftener. Comparatively large initial doses produce fewer compli- 
cations than smaller doses. There appears to be no advantage in 
giving doses in excess of 400 to 600 mgs. 

4. The use of thorazine and the substitution of this drug for 
electric shock treatment has reduced the number of patients receiv- 
ing electric shock to nine, from a daily pre-thorazine level of 300. 
In most psychoses, thorazine appears to be as effective as electric 
shock. Possible exceptions are certain retarded depressions and 
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involutional psychoses. A number of chronic patients improved 
with thorazine after electric shock failed. 

5. The best results appear to be obtained in patients with labile 
emotionality that is directed actively toward the environment or 
toward the patient: agitated depressions, active paranoid schizo- 
phrenia, and manic types of behavior associated particularly with 
overactivity, hostility, and aggression. Patients who show anxiety, 
apprehension, or fears of some type seem to respond well. A num- 
ber of patients in whom there appeared to be no outward anxiety 
or aggressive tendency improved unexpectedly. 

6. Thorazine should be used with certain precautions in the 
treatment of elderly patients with myocardial diseases. 

7. Jaundice occurred in 4 per cent of the treated patients, and 
dermatitis in 3 per cent. Recurrences were noted in only two pa- 
tients when they were re-treated after the complications had dis- 
appeared, Seven nurses giving intramuscular injections of thora- 
zine developed contact dermatitis of a rather severe degree. 

8. An attempt to evaluate the blood pressure changes was in- 
conclusive. There appears to be, in the majority of patients, an 
initial fall, at least in the systolic blood pressure, and to a lesser 
degree in the diastolic. 

9. Patients released from restraint or seclusion totaled 50 per 
cent of those treated. 

10. Thorazine, used as a prognostic test for the selection of pa- 
tients for prefrontal lobotomy operations, resulted in improve- 
ment in a certain number of patients, so that this operation was 
no longer required for them. 

11. Thorazine may be used on an outpatient basis to reduce the 
number of hospital admissions. Patients on convalescent care, 
likewise, may be maintained on this drug. 

12, Thorazine must be administered under the supervision of 
a physician to carefully selected patients. Thorazine is no cure-all 
and must be accompanied by psychotherapy and other techniques 
used in treatment, since the drug facilitates communication and 
allows objective viewing by the patient of his difficulties. 

13. Thorazine is only one additional tool which has been added 
to the treatment of mental disorders. 


1920 South Avenue 
Rochester, N. Y. 








ADOLESCENT OPIATE ADDICTION: A STUDY OF CONTROL AND 
ADDICT SUBJECTS 


BY DONALD L. GERARD, M. D., AND CONAN KORNETSKEY, PH.D. 
INTRODUCTION 


This paper reports the results of a comparative study of male 
adolescent opiate addicts and control subjects of similar age, eth- 
nie origin and similar exposure to illicit opiate use in their com- 
munity. Three findings of the writers’ earlier research,’ discus- 
sion of which introduces the present report, motivated this control 
study. 


First, the addicts studied all show deep-rooted psychiatric 
disturbances. Their drug use is not only an expression of difficul- 
ties in relationships and adjustment but at the same time a suc- 
cessful, albeit malignant, technique for dealing with these difficul- 
ties. However, in view of the epidemic-like increase in opiate ad- 
diction among young adults and adolescents, a personality-oriented 
interpretation of this phenomenon was suspect, not only by the 
laity, but also by psychiatrists and sociologists, some of whom** 
have tended to deny or minimize the role of personality malfunc- 
tion in the addiction process, especially for the adolescent addict. 

Furthermore, the writers’ second finding, that adolescent opiate 
addicts are preponderantly of Negro or Puerto Rican origin, not 
only is in accord with the ecologic findings of others*" but also 
lends weight to hypotheses which stress socially-conditioned frus- 
trations and special processes or interactions among groups of 
adolescents as the more basic etiologic factors of adolescent opiate 
addiction. Because of their ethnic backgrounds, Negro and Puerto 
Rican youth are subjected to prejudicial and discriminatory prac- 
tices of both an overt and subtle nature. A recent important study* 
reviewed the literature and offered original data suggesting that 
the life experiences of the Negro minority have a harmful effect 
on personality development. There is much evidence that low status 
groups—and Negro and Puerto Rican youth have extremely low 
status in the value system of the “collective other’”’—are particu- 
larly stimulated to the development of inappropriate patterns of 
relating,’® patterns which are intended to regain or increase self- 
esteem. 
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Residence in unsanitary, restricted, crowded, over-priced housing ; 
prejudicial limitations to occupational advancement, and rejection 
by white teachers working under pressure in understaffed, over- 
crowded schools, are some of the gross social experiences which in- 
tensify the problems of adolescent adjustment for Negro and 
Puerto Rican youth. Higher rates of hospitalization for all men- 
tal illnesses, for dementia precox and for alcoholic psychoses,” 
higher delinquency rates,” tuberculosis rates,"* and so on, attest in 
general to the extreme stresses which characterize the environ- 
ments of these minority groups. The preponderance of Negro and 
Puerto Rican youth among the population of adolescent opiate ad- 
dicts, together with what the literature suggests to be the special 
social psychologic situation of urban Negro and Puerto Rican 
youth in this country, indicates that psychiatric observations need 
to be critically evaluated. Do Negro and Puerto Rican youth who 
are not opiate addicts manifest deep-rooted psychiatric disturb- 
ances? Is serious personality maladjustment an etiologic factor in 
opiate addiction among Negro and Puerto Rican adolescents, or is 
it their common, perhaps transitory, reaction to the extreme 


stresses of their childhood and adolescence whether they become 
addicted or not? 


The writers’ third finding indicated that, despite the general 
characteristics of their milieu, the subjects come, not only from 
families of a wide range of socio-economic status, but that the ma- 
jority of them come from fairly well-to-do, relatively stable fam- 
ilies with middle-class status, aspirations, and accomplishments. 
This was contrary to the writers’ anticipation that youths exhibit- 
ing the markedly deviant behavior associated with opiate addic- 
tion would originate more commonly from families with the low- 
est status and poorest integration or stability. To determine 
whether what appeared to be higher familial status is actu- 
ally predictive, or etiologic, of the social-personal disorganization 
leading to addiction for Negro and Puerto Rican urban adoles- 
cents, a study of control subjects was necessary. 

This discussion of some of the writers’ earlier findings points 
toward two problems in the social psychiatry of adolescent opiate 
addiction : 


1, Do measures of personality function differentiate adolescent opiate 
addicts and control subjects? Do these measures discriminate Negro and 
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Puerto Rican adolescent opiate addicts and control subjects, or do they in- 
dicate that the adolescent addicts share the common, perhaps transitory, 
characteristics of Negro and Puerto Rican youth during the stresses of ado- 
leseence? To answer these questions, the addict and control subjects were 
compared in terms of those clinically significant variables to which the 
writers most frequently referred when making clinical evaluations of their 
addict subjects. For example, it was noted that there was a pathologic 
paucity of human movement responses in the Rorschach protocols of ad- 
diets: The writers predicted that such a paucity of human movement re- 
sponses would not occur among control subjects. 

2. Do measures of familial socio-economic status differentiate adolescent 
opiate addicts and control subjects? Do these measures discriminate Negro 
and Puerto Rican adolescent opiate addicts and control subjects, or do the 
writers’ observations of the apparently higher socio-economie status of the 
families of addicts reflect the actual general distribution of these character- 
isties of the families of both normal and addict youth within the Negro and 
Puerto Rican urban population? To answer these questions, the addict and 
control subjects were compared in terms of the same categories which were 
used in the earlier study. 

For both the first and the second questions, predictions took the 
following general form: 

The (pathologic) manner in which selected variables were expressed or 
experienced by the addict subjects, would differ from the (more normal) 


manner in which they would be expressed or experienced by control sub- 
jects. 


SUBJECTS 
Addict Subjects 


Thirty-two consecutive volunteer or federal probationer male 
patients who had not yet reached the age of 21 when admitted to 
the United States Public Health Service Hospital, Lexington, Ky., 
were studied. This sample did not differ significantly with regard 
to the following variables: age, duration of drug use, ethnic back- 
ground, socio-economic status and stability of the parental home, 
from a larger sample (N=77) of male adolescent opiate addicts 
who were admitted to the United States Public Health Service 
Hospital in Lexington in the six months preceding and following 
the period of the present sample’s hospitalization. Consequently, 
the sample is probably representative of young drug addicts at this 
hospital. The writers’ later clinical experiences with the case ma- 
terial at Riverside Hospital, a New York City hospital for the 
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treatment of adolescent opiate addicts, suggests that the sample 
studied in this paper and these Riverside Hospital cases resemble 
each other in terms of family backgrounds, personality character- 
istics and psychopathology. It is the writers’ clinical impression 
that their addict subjects are not an atypical sample of young drug 
addicts. 


Control Subjects 


To evaluate the role of personality malfunction and familial 
socio-economic status in the pathogenesis of drug addiction, it was 
necessary to select a sample of control subjects who shared the 
gross social experiences (including exposure to drugs) and the 
status characteristics of the addicts. Consequently, control sub- 
jects were wanted who not only were of similar ethnic and racial 
origins as the addicts but who also lived in areas of New York City 
where opportunities to observe users, to be solicited to use drugs, 
or to experiment with them, were available. It was decided that 
the best source of subjects who had been exposed to the addiction 
process and had refrained from entering into it would be the non- 
drug-using acquaintances and friends of known addicts. Because 
of the limitations of the research, only a relatively small sample of 
control subjects could be studied. Consequentiy, youths who dis- 
played conspicuous educational success or difficulties in adjust- 
ment (institutionalization or surveillance by public agencies for 
mental illness or delinquency) were excluded from the sample. 

The control subjects for this study were required to meet the 
following criteria: 

(a) Residence in census tracts from which minors had been referred to 
the Magistrate’s Courts for drug-connected (sale or possession) charges be- 
tween January 1949 and October 31, 1952—87 per cent of all such minors 
lived in 15 per cent of the census tracts. To qualify for membership in the 
control sample, residence in one of these drug-use census tracts was re- 
quired.* 

(b) Age over 16 and under 21. 

(ec) Ethnic background matched to the addict group. 

(d) Not in coliege. 

*The median category of the rates for drug-connected arrests for males aged 16 to 
20 in those census tracts of the city in which such arrests were made (Ref. 6) was 45 
to 55.99 per 1,000 males aged 16 to 20. Nine of the writers’ subjects lived in census 


tracts where rates were higher than the median, five of them in census tracts with the 
thedian rate, and nine in census tracts with rates below the median. 
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(e) Never addicted to opiate drugs; heroin (or morphine). Use with- 
out addiction—terminating six or more months before referral to the writ- 
ers—was permissible. Current users were excluded from the control 
sample. 

(f) No probationary or institutional record. 

The names of non-users who presumably met the criteria, and 
who had associations with habitual users were obtained from ad- 
dict patients at Riverside Hospital. A total of 91 names was ob- 
tained in this manner. Sixteen subjects could not be located at, or 
traced from, the address given; nine no longer lived in drug use 
areas; seven admitted current drug use; three were in college; 
five were in the armed forces; five were under age; no attempt was 
made to reach 13, as the project was drawing to a close. Twenty- 
three subjects with whom the sociologist-field worker was able 
to make contact met the criteria for membership in the control 
sample, however. Ten additional subjects, who appeared to meet 
the criteria at the time of preliminary contact, failed to show up 
for appointments or refused interviews. Control subjects were 
paid $5.00 an interview or test hour. Twenty-three control sub- 
jects were studied for a minimum of three hours each, At the time 
they were studied, the median age of the addicts and the controls 
was 19 years. The addicts ranged from 16 to 21, the control sub- 
jects from 17 to 21. The “racial” backgrounds of the groups are 
indicated in Table 1. 


Table 1. Ethnic Backgrounds of Addicts and Controls 








Addicts Controls 
No. Per cent No. Per cent 


22 68.7 17 73.9 
Puerto Rican 5 15.6 4 17.4 


5 15.6 2 














METHODS 


Psychiatric Interviews 
Difficulty had been anticipated in establishing rapport with the 
patients because of their ethnie and racial backgrounds. Conse- 
quently, special efforts to establish accepting and non-threatening 
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relationships were made. The writers’ offices were located in that 
section of the hospital where the adolescent patients lived, rather 
than in the wing where most of the psychiatrists had their offices. 
The writers were available for informal bull and gripe sessions 
with patients. They loaned books, did small favors, played ping- 
pong on the ward, and so on. The patients recognized that they 
were not likely to be treated in a prejudicial manner despite their 
ethnic and racial origins. The writers made it possible for the 
patients to verbalize their fears and anticipations about the mean- 
ing and purposes of the interview. Clarification was offered when 
it was felt that this was useful or necessary. The writers felt that 
they succeeded in becoming accepted by the group of patients. 

The following areas were explored in psychiatric interviews of 
both addict and control subjects: 

(a) Experience with opiate and non-opiate drugs and with drug users. 

(b) Personal adjustment, including school and work experiences, pat- 
tern of interpersonal relationships, goals, expectations, interests, ete. 

(ec) Family structure, background, goals, achievements, status char- 
acteristics. 

(d) Interview behavior, e. g., general behavior, appearance, rapport, 
productivity, affect, style, intellectua), functioning, memory, ete. 

(c) Emotional response of the interviewer to the subject and vice 
versa. 

(f) Medical psychiatric history emphasizing those special symptoms 
which are related to psychiatric disorders. 

The interviews were unstructured except that the areas enumer- 
ated served as an implicit basis for the organization of the inter- 
view and served in part as the framework for the final comparison 
and evaluation of the data. 

The data which are emphasized in this report, are the most ob- 
jectifiable, categorical statements offered by the subjects about 
themselves and their backgrounds. For the addicts, information 
about their backgrounds was partially verified through social serv- 
ice investigations in the patients’ home community. For the con- 
trol subjects, the source of data was the subjects’ statements, sup- 
plemented by the informal, although often highly informative, ob- 
servations of the writers’ collaborating sociologist-field worker. 
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Psychologie Testing 


Most of the subjects* received the following tests: Rorschach, 
Repeat Rorschach, Human Figure Drawings, the short form of the 
Public Health Service IQ test and/or the short form of the Wechs- 
ler-Bellevue IQ test. Testing of the addict subjects was begun two 
months after their admission to the hospital, in order to minimize 
the effect which the stress of withdrawal might have on their test 
performance.** 

A. Rorschach. The Rorschachs were scored with the Beck sys- 
tem.* As a group the addict subjects expressed their pathology 
most clearly and commonly through nine Rorschach scoring cate- 
gories cited in the following. It was predicted, therefore, that the 
controls would: 

(a) Offer more responses (R) ; 

(b) Make less rigid use of form as a determinant (F-+-%) ; 

(c) Make less use of form per se as a determinant (F%) ; 

(d) Utilize more human movement responses (M) ; 

(e) Make more use of color (Sum C) ; 

(f) Express less dysphoric content ;” 

(g) Offer fewer animal responses (A%) ; 

(h) Offer more human responses (H%) ; 

(i) Take less time to respond to the first Rorschach card (T/1R). 

These predictions were made after the addict data were collected 
but before the collection of the control group data. 

B. Repeat Rorschach. After the Rorschach was administered 
in the usual manner, the examiner then instructed the subject: “I 
am going to show you the cards again, and again | want you to tell 
me everything you see. However, this time I do not want you to 
give any responses that you gave the previous time. In other 
words, I want you to find new things.” This second Rorschach was 
given before the inquiry of the first Rorschach. Both inquiries 
were done at the same time. This procedure was developed by 

*Thirty-two subjects were studied at the U. 8. P. H. 8. Hospital in Lexington, Ky. 
In the course of the project, four subjects were signed out of the hospital by their 
parents against medical advice before the psychological testing was begun, and an addi- 
tional five snbjects before this testing was completed. 

**In order to round out the earlier clinical exploratory study of the addict group, 
their responses to the MMPI and the Bender Gestalt (and for some selected addicts, 
parts of the TAT) had also been studied, These tests were not given to the control sub- 


jects because of the limited amount of time that the controls were willing to give for 
being tested. This report will discuss only those tests that were given to both groups. 
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Jernigan,” who offered the plausible assumption that the extra de- 
mand this procedure makes upon the subject tests his ability to 
function under stress. Parenthetically, Jernigan found important 
differences between the Rorschach response patterns of a psychotic 
and a normal group to this “stress” situation. Predictions were 
made after the addict data were collected but before the collection 
of the control data. It was predicted that the controls would: 

(a) Be able to offer 10 or more new responses ; 

(b) Make less regressive use of color, i. e., offer less CF and C responses 
than FC responses ; 

(ec) Utilize better judgment with regard to the formal accuracy of their 
percepts, i. e., the F+-% of their second group of Rorschach responses 


would not be considerably lower than the F+-% of their first group of re- 
sponses. 


C. Human Figure Drawings. Each subject was asked to make 
a pencil drawing of a person, After completing the drawing, he was 
then asked to make a picture of a person of the other sex. After 
the drawings were completed, the subject was asked to tell a story 
about each drawing. The human figure drawings were rated in 
terms of objectifiable descriptive categories, rather than in terms 
of inferred personality characteristics or dynamic interpretations. 
Predictions were made after the addicts’ drawings were collected 
but before the control group was studied. Predictions were made 
in three areas. 

The first was entitled maturational level of the personality. It 
was predicted that the drawings of the addicts would display, to a 
greater degree than those of the controls, features which are re- 
flective of a body image that is arrested or regressed to a childlike 
level; and that the drawings of the addicts also would display less 
adequate differentiation of the male and female figures. The cate- 
gories used to compare the addict and control subjects’ drawings, 
based on work of Modell,’"’® are indicated in the discussion of re- 
sults, in Tables 5 and 6. 

The second area was entitled rigidity vs. animation. This was in- 
tended to evaluate the affective responsivity of the subject. In 
general, it was predicted that the addicts’ would be more stilted, 
unrelaxed, rooted to the spot, not in action, lacking in facial ex- 
pression, rigid in posture, ete., than those of the controls. A re- 
lated concept, “vitalization,” has been used by Reichenberg- 
Hackett.” 
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The third area was entitled conventionality of projected social 
role. It was predicted that the addicts would utilize frankly de- 
viant, quasi-respectable or child-like roles rather than conventional 
adult or adolescent roles, more often than the control subjects. The 
categories used to compare the addict and control subjects are in- 
dicated in the discussion of results in Table 7. 


STATISTICAL TECHNIQUES 


Central tendencies are reported in medians instead of means, 
because much of the data is skewed. Two statistical techniques 
were used to analyze differences between addicts and controls. 

(a) The Mann-Whitney U technique, a non-parametric statistical de- 
vice,”* was used to compare the control and addict groups in areas where 
numerical data were obtained. 

(b) The standard error of the difference between proportions (percent- 
ages )** was determined to evaluate the significance of the difference between 
proportions (percentages) of addict and control groups in areas where cate- 
gorical data were obtained. 


Resvu.ts 


Table 2 summarizes the results of intelligence testing of the two 
groups. No predictions were made concerning intellectual differ- 
ences between the addict and control subjects. It was observed 
that the control subjects had statistically significant higher scores 
than the addicts. However, the small median difference (7 points) 
and the overlapping ranges indicate that the addict group is not of 
clinically lower intellectual level than the controls. It was the opin- 
ion that the difference in IQ between the groups can be accounted 
for by the inability of the addicts to function at their full intellec- 
tual capacity (as the great amount of scatter in subtest items 
among many of the addict group attests). 


Table 2. Comparison of Intellectual Function of Addicts and Controls in Terms of 
Intelligence Quotients 





Median Range 








Addicts 101 82-133 
Control 108 88-127 





x 
—=2.00 
@ 
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To examine the possibility that differences in IQ could account 
for differences in the other personality measures, the control and 
addict groups, taken separately and together, were compared in 
each of the variables reported upon; and it was noted that there 
were no significant differences or even trends in the intelligence of 
the subjects who scored above or below the median in any of the 
variables in which the addict and control subjects were compared. 
It was concluded that the differences in the other personality meas- 
ures could not be accounted for on the basis of the small, although 
statistically significant, difference in the level of intellectual func- 
tioning of the contro! and addict subjects. 

The Rorschach results are summarized in Table 3. All the re- 
sults were in the predicted directions, and six of the nine compari- 
sons discriminated the groups at statistically significant levels. 
Two post hoc observations which differentiated the addict and con- 
trol groups were also noted. 


Table 3. Summary of Rorschach Comparisons of Addicts and Controls 














Median x 
Variable Prediction Addicts Controls ga P 
R Addicts< controls 20 25 2.02 <.05 
F+% Addicts > controls 80 73 2.16 <.04 
F% Addicts >controls 80 71 2.30 <.03 
M Addicts < controls 1.0 2.0 2.70 <.01 
Sum © Addicts< controls 1.5 2.5 2.21 <.03 
Dysphoric Content % Addicts >controls 19 13 0.80 <.50 ns. 
A% Addicts > controls 55 50 1,62 <.11 ns. 
H% Addicts< controls 14 17 1.47 <.20 ns, 
T/1R Addicts > controls 46 30 2.77 <.01 
8 post hoc 0 1 2.10 <.04 
P on Ii! post hoc 51* 91" 3.26 <.01 








*These are not medians but percentages of subjects in each group giving the popular 
human response on the third card. 


Generally speaking, the Rorschach responses of the addicts 
were meager and constricted. The addicts showed little ability to 
respond with fantasy or with emotionally-determined material, In- 
deed, they made little use of determinants other than form in their 
percepts. This suggests that the addicts lack the richness and va- 
riety of resources necessary to function in novel, unstructured or 
stressful situations. 
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The Repeat Rorschach also yielded results in the predicted di- 
rection (Table 4). The addict group either retreated from the 
stressful task of formulating new responses by giving very few 
new responses, or they employed a regressive use of color (CF or 
C responses exceeding FC responses) in their new percepts. They 
also dropped in their form levels.* 


Table 4. Summary of Comparison of Addicts and Controls on the Repeat (Stress) 
Rorschach 











>a Addicts Controls 
Prediction Per cent Per cent 0 P 





Number subjects produc- 
ing less than 10 new 
Addicts > controls 50 17 2.45 <.02 
Number subjects who made 
regressive use of color Addicts > controls 89 30 4.01 <.01 
Median level of fall in 
form accuracy Addicts > controls 11.5 : 0.95 <.40 ns, 





A comparison of the addict and control subjects with respect to 
the maturational] level of the personality indicated that the addicts 
produced human figure drawings in which features which are re- 
flective of a body image that is arrested or regressed to a child-like 
level occurred more often than they did in the drawings of the con- 
trol subjects, and occurred at statistically significant levels. Table 5 
gives the data and statistical comparisons in fuller detail. Figure 1 
illustrates some of the categories described in this table. 

It was predicted that the drawings of the addicts would display 
less adequate psychosexual differentiation of the male and female 
figures. Although the data are in the direction of the prediction, 
the addict and control subjects did not differ at a statistically sig- 
nificant level. Table 6 gives the data and statistical comparisons 
in fuller detail. Figure 2 illustrates the categories described in 
this table. 

A composite index of “normal” human figure drawings can be 
constructed by requiring: 

(a) That neither the drawing of the male nor of the female figure shows 
features which are reflective of a body image which is arrested or regressed 
to a childlike level ; and 


*The Rorschach and Repeat Rorschach findings are modal characterizations, and as 
such cannot convey and are not intended to convey the subtleties and complexities of the 
individual cases. 


JULY—1955—u 
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Table 5. Comparison of Human Figure Drawings of the Addicte and Controls with 
Respect to Features Indicative of Regression or Arrest in Projection of Body Image 








Male figure Female figure 
Addicts Controls Addicts Controls 





Body represented geometrically 

Head longer or wider than trunk 

Trunk wider than long 

Head or trunk open or incomplete 

Extremities omitted 

Arms attached to rather than integrated 

with trunk 4 

Vague, tiny, faint, unelaborated 3 e° ee 

(a) Subjects with none of these features 16 16 

(b) Subjects with any of these features 12 4 7 

(42.9%) (174%) (57.1%) (804%) 

Difference between groups 25.5% 26.7% 

p<.04 p<.05 


(b) That the psychosexual characteristics of the male and female figures 
are adequately differentiated. 


Using this composite index, only seven of 28 addicts (25 per 


cent) produced normal hurnan figure drawings, whereas 13 of 23 
controls (56.5 per cent) produced normal figure drawings. The 
probability that the 31.5 per cent difference could occur by chance 
is less than 2 in 100. 

Comparison of the addict and control groups with respect to 
rigidity vs. animation in the projection of the human figure indi- 
cated that the drawings of addicts were more rigid than those of 
the controls for both the male and female figures. Rigid rather 
than animated drawings of the male figure were made by 23 
of 28 addicts (82.2 per cent) but by only 10 of 23 controls (43.5 per 
cent). The probability that the 38.7 per cent difference could oc- 
cur by chance is less than 1 in 100, Rigid rather than animated 
drawings of the female figure were made by 22 of 28 addicts (78.6 
per cent) but by only 10 of 23 controls (43.5 per cent). The prob- 
ability that the 35.1 per cent difference could oceur by chance is 
less than 1 in 100. 

Comparison of the control and addict groups with respect to the 
frequency of assigning culturally acceptable roles to the human 
figure drawings, indicates that the addicts produced culturally ac- 
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Figure 1. Body image regression together with inadequate psychosexual differentiation 
in a drawing of a male figure 


or git, 
Pian 


. “\ 


? 


ae 





Body image regression: 
(a) head wider than trunk; 
(b) geometric forms—the round head, square neck, rectangular legs. 
Inadequate psychosexual differentiation : 
(a) no distinguishing clothing; 
(b) no distinguishing sexual characteristics in head or face, bosom, 
hips or genitalia. 


Table 6. Comparison of Human Figure Drawings of Addicts and Controls with Respect 
1o Features Indicative of Inadequate Psychosexual Differentiation 
of Male and Female Figures 





Addicts Controls 





Inadequate differentiation of head and/or 
contour, dress and hair 
Distortion of relative size, i. e., one figure drawn two 
or more times larger than other 12 
(a) subjects with neither of these features.... 10 
(b) subjects with either of these features.... 18(64.3%)  10(43.5%) 
Difference between groups 20.8% 
p<0.15 ns, 
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ceptable roles less frequently, and at statistically significant levels, 
than did the control subjects for both the male and female figures. 


Table 7 gives this data and the statistical comparisons in fuller 
detail. 


Figure 2. Inadequate Psychosexual Differentiation in a Drawing of a Female Figure 





\ 


Inadequate psychosexual differentiation: 


(a) body contour masculine (note broad shoulders, narrow hips, muscular 
bulges in arms and legs). 

(b) lack of feminization of the head and face, which except for the 
exaggerated but nonaesthetic treatment of the hair could serve 
as well for the head of a male figure, 
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Table 7. Comparison of Social Roles Assigned by Addicts and Controls to Human 
Figure Drawings* 








Male figure Female figure 
Addicts Controls Addicts Controls 








Frankly deviant (criminal, rackateer, 
pimp, drug addict, ‘‘pusher’’)... 
Quasi-respectable (night club dancer, 
model, bookie, jazz musician).... 
No role formulated despite encourage- 
ment, probing and direct request. . 
Child (figure identified as five or more 
years younger than the subject) .. 
Conventional social roles (worker in 
factory or office, business or pro- 
fession, housewife high school or 
college student) 9 17 9 17 
(39.1%) (74%) (39.1%) (74%) 
Difference between groups 34.9% 34.9% 
p<.02 p<0.2 








“Five addict subjects refused to make up any stories at all about their drawings, In 
this table, 32 addict patients are compared to 23 control subjects. 


Results of statistical comparison of the human figure drawings 
are summarized in Table 8. 


Table 8. Summary of Comparisons of Human Figure Drawings of Addicts and Controls 





=z SS eee 
Addicts Controls Difference 
Percent Percent Percent p 








Features indicative of arrest or 
regression in personality develop- 
ment: 

(a) Drawings of male figure .... . 25. <.04 

(b) Drawings of female figure 30. <.05 

Features indicative of inadequate 
or distorted psychosexual dif- 
ferentiation 3. <.15 ns, 

‘*Normal’’ drawings ’ <.02 

Rigidity rather than animation: 

(a) Drawings of male figure 3, 38. <.01 
(b) Drawings of female figure 3. 35. <.01 

Assignment of culturally acceptable 
roles to: 

(a) Drawings of male figure <.02 
(b) Drawings of female figure 74.0 34.9 <.02 
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Table 9 presents the various diagnostic categories in which the 
two groups were placed. These categories may be defined as 
follows: 


Table 9. Psychiatrie Diagnoses Applied to Addicts and Controls 





Diagnosis Addicts Controls 





Overt schizophrenia 6 
Incipient schizophrenia 8 
Delinquency-dominated character disorder .... 2 
Inadequate personality 4 
Serious neurotic disturbance ..........++00++ 0 
Mild neurotic features or ‘‘normal’’ 0 


6 (26%) 
10 (43.5%) 





(a) Overt Schizophrenia 


The overtly schizophrenic subjects were not hallucinating or psychotically 
destructive. However, they were withdrawn, displayed flattened affect, 
thinking disorders, and delusions of reference or grandeur. 


(b) Borderline Schizophrenia or ‘‘ Borderline States’ 


Borderline subjects were struggling against an active disorganizing and 
disruptive process in which they experienced extreme anxiety related to 
feelings of inadequacy and lowered self-esteem. Paranoid trends and early 
thinking disturbances were noted. Though moralistic, striving and strug- 
gling toward conventional goals in work, marriage, and education, they 
found themselves unable to carry out the roles and relationships required. 
Their holds on reality were tenuous. In situations which created stress, 
they became unrealistic and confused, They strove to maintain intellectual 
controls and to avoid situations which required emotional participation. 


(ce) Delinquency-Dominated Character Disorders 


Subjects with delinquency-dominated character disorders were extremely 
hostile, defensive, provocative, demanding and manipulative. Two major 
characterologic patterns were noted, which were not mutually exclusive. 
However, the addict subjects tended to polarize into one or the other 
pattern. 

i. Pseudo-psychopathic Delinquents. The pseudo-psychopathic delin- 
quents had attempted to deny and repress their underlying wishes for pas- 
sivity and dependency by establishing role systems in which they defined 
themselves (and were usually responded to) as if they were dangerous, 
criminal and strong men. They had been involved in serious delinquencies, 
such as gang fights, robbery, and assault, and they interpreted this as pleas- 
urable behavior both prior to and during their drug use. 
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ii. Oral Characters. The predominant role systems that the oral subjects 
attempted to establish were those in which they were nurtured and cared 
for. They reacted with rage and anxiousness to situations in which such 
nurturing and care were refused. They have low frustration tolerance. 
The petty delinquency in which they are involved, both before and during 
their drug use is intended to punish and control significant figures. Some 
verbalized the following idea: ‘‘If you don’t do what I want, then I’ll be 
a bad boy, and then you'll be sorry.’’ 


(d) Inadequate Personalities 


The subjects considered to be inadequate personalities showed a paucity 
of interests and goals and an impoverishment of thinking and emotional ex- 
pression. They were neither ‘‘good’’ delinquents nor ‘‘good’’ schizo- 
phrenies. They were successful in establishing role systems in which people 
responded to them almost as if they were ‘‘not there.’’ 


(e) Serious Neurotic Disturbances 


The seriously neurotie subjects had a variety of difficulties in living, in 
which anxiousness and other symptomatology were both present. They 
had, however, through one or another defensive or compensatory device, 
been able to function fairly well and to find gratification in at least some 


areas of living—as in work, education, or relationships with peers and 
adults. Their neurotic difficulties were on the surface. They complained 
about their symptoms and their difficulties in relationship with peers and 
parent figures. They saw psychiatric treatment as helpful, not as threat- 
ening or destructive. In psychiatric practice, they would have been wel- 
comed as ‘‘goodl’’ patients, albeit ill or disturbed. 


(f) Normal Adolescents 


The normal subjects displayed some of the difficulties in adjustment 
which normally occur in adolescence. They displayed the transitory anx- 
iousness and emotional lability which commonly occur during the process 
of maturing frorn childhood dependence to adult independence, but without 
serious disturbance in behavior, relationships or self-evaluation. 

Table 10 indicates that the addicts, before addiction at a median 
age of 16 years, already manifested more overt adjustment prob- 
lems than the control subjects did at a median age of 19. In addi- 
tion to the statistically significant quantitative difference, the ad- 
dicts (before addiction) responded to disciplinary measures with 
resentment and projection; those of the control subjects who had 
overt adjustment problems accepted admonitions and disciplinary 
measures, modifying their behavior in the direction of more con- 
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Table 10, A Comparison of Frequency of Overt Adjustment Problems in Pre-drug Use 
Period of Adolescent Addicts, with Frequency of These Adjustment 
Problems—Up to Present Time—Among Controls* 





Addicts <> Controls sheede 


School adjustment (truancy, authority problems, etc.) 

Behavior which led to psychiatric study 

Behavior which led to correctional institutions 

Probation 

Aleoholism 

Gambling as modus vivendi 

Runaway from home 

Theft 

Club fighting 
(a) Subjects with none of these features 15 
(b) Subjects with any of these features 23 (72%) 8 (34.8%) 

Difference between groups 37.2% 














*These data ignore the severity of the behavior problems; the controls who became 
involved in trouble responded well to probationary or disciplinary measures, the pre- 
addicts continued in trouble, 


formity. This is an interesting corollary to the unpredicted Ror- 
schach findings (Table 3) that control subjects utilized white space 
within the blots in their percepts (S responses) to a significantly 
greater degree than the addict subjects—suggesting that the con- 
trols could express resentment, hostility and negativism in fan- 
tasy without expressing these normal adolescent tendencies in 
overtly deviant behavior. 

The educational achievement of the addict subjects is strikingly 
poor compared to that of the control subjects (Table 11). Two as- 
pects of these data are noteworthy. First of all, 70 per cent of the 
addicts left school before beginning the use of opiates, indicating 
that the difference in school achievement could not be accounted 
for in terms of opiate use, per se, interfering with school participa- 
tion. Second, the data suggest that those addicts who began the 
use of opiates before leaving school completed more terms of high 
school than did those who began their use of opiates after leaving 
school (based on a U test, p<.07). As these higher school achieve- 
ment addict subjects did not differ in IQ, or in age of onset of opi- 
ate use, from the other addicts, these data indicate even more 
strongly that the differences in school achievement of the addict 
and control subjects cannot be accounted for in terms of putative 
ill effects of opiate use on school performance. 
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Table 11. Terms of High School Completed by Addicts and Controls 





Addicts ~~ Controls 
No. of terms Before* After* Total In school Out of school Total 





|} to Bo © @ Ge SO te ty} 





x 
—==10+4- 
a 


p<.01 
Median <3 terms Median >7 terms 


*When opiate use was begun in relation to leaving school, 


The categories of socio-economic status that were used to com- 
pare the parental homes of the addict and control subjects are 
shown in Tables 12 to 16. The subjects in each category are pre- 
sented in two forms: first, the totals in each category for all the 
addict subjects and all the control subjects; second, the totals for 
the Negro and Puerto Rican addict subjects and control subjects. 
Fourfold tables are presented only for those comparisons which 
were statistically significant. 


Table 12, Comparison of Housing of Addicts and Controls 





Negroes and 
All subjects Puerto Ricans only 
Housing—(Current and/usual) Addicts Controls Addicts Controls 





(a) Homes owned or single dwellings 

rented 
(b) Adequate housing comfortable, not 

crowded 9 10 8 
(ec) Ill-kept, deteriorated, crowded.... ll 10 10 
(d) No data 3 0 8 








Statistical comparisons suggest no significant differences in this area. 


There were no significant differences in the measures of housing 
for the control and addict subjects. Comparison of the educational 
levels of both parents indicates that the mothers of the addict 
group had significantly more formal education than did the moth- 
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Table 13, Comparison of Educational Levels of Mothers of Addicts and Controls 





Negroes and 
All subjects Puerto Ricans only 
Educational level Addicts Controle Addicts Controls 





(a) Some college or more 2 3 

(b) Graduated high school 1 8 

(ec) Some high school 3 5 2 
7 
4 


2 
1 


(4d) Grade school only or less 15 14 
(e) No data (2) (4) 


Educational level 
All subjects a, and b, ¢, and d, 
Addicts 14 (50%) 14 
Controls 3 (14.2%) 18 
Difference 35.8% 
p<.01 
Negro and Puerto Rican subjects only 
Addicts 11 (48%) 
Controls 8 (15.8%) 
Difference 82.2% 
p<.02 





Table 14. A Comparison of Educational Levels of Fathers of Addicts and Controls 








Negroes and 
All subjects Puerto Ricans only 
Addicts Controls Addicts Controls 


4 4 
3 





(a) Some college or more 3 

(b) Graduated high school 6 3 
(c) Some high school 4 1 1 
(4) Grade school only or less 10 12 10 
(e) No data (9) (3) (3) 








ers of the control subjects. However, there is no difference or 
tendency toward difference between the formal educations of the 
fathers. The major wage earners in the family of orientation 
of the addicts had higher occupational status than the major wage 
earners in the family of orientation of the controls. There is no 
statistically significant difference in the gross measures of stability 
of the parental homes of addicts and controls. 


Discussion 


The writers’ sample of addict subjects is extremely small in re- 
lation to the total population of adolescent drug addicts. But, as 
was pointed out in the foregoing, the writers have confidence, in 
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Table 15, Comparison of Occupational Status of Major Wage Earners in Immediate 
Family Groups of Addicts and Controls 


Negroes and 
All subjects Puerto Ricans only 
Occupational status Addicts Controls Addicts Controls 











(a) Entrepreneurs 8 1 6 1 
(b) Workers of special training, skill 
or responsibility 
(c) Workers in ‘‘middle class accept- 
able’’ occupations (federal civil 
service, clerical work, collecting, 
work as foremen over low-skilled 
factory workers) 
Workers in unskilled and service 
occupations, chronically unem- 
ployed (domestic service, ordi- 
nary labor, going to sea, un- 
skilled factory work, ‘‘ hustling,’’ 
gambling) 2 10 
No data (2) 


All subjects a, and b. ec, and a, 
ABMHO ooccccccens TITITETT TL 13 (43.4%) 17 
Controls 3 (138.1%) 20 

Difference 30.3% 
p<.02 
Negro and Puerto Rican subjects only 
10 (40%) 
Controls 2 (9.6%) 
Difference 30.4% 


p<.02 





Table 16. Comparison of Stability of Parental Homes of Addicts and Controls 





Negroes and 
All subjects Puerto Ricans only 
Addicts Controls Addicts Controls 





1, Mother and father appear to main- 
tain conventional relationship up 
to time of patient’s hospitalization 
or control’s entering this study.. 

2. Death, divorce or separation of par- 
ents after patient or control was 10 
years old 

8. Death, divorcee or separation of par- 
ents before patient or control was 
10 years old 
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terms of clinical and research experience, that this is an adequate 
sample of adolescent opiate addicts. The control sample, on the 
other hand, is an even smaller segment of the non-drug-using ado- 
lescent urban Negro and Puerto Rican youth; and the writers do 
not know whether it even represents the population of those adoles- 
cents who would meet the criteria for this study: Only a repetition 
of the study with new control samples would give some indication 
of the representativeness of the control sample reported upon here. 
In the selection of control subjects, the aim was not to seek to rep- 
resent the non-drug-using Negro and Puerto Rican adolescent pop- 
ulation; the attempt was to get a sample which would match the 
drug addicts as closely as possible, including residence in high- 
drug-use areas, as well as association with drug addicts. 


Psychologic and Psychiatric Data 

The first question that it was sought to clarify in this research 
was: Do measures of personality function differentiate adolescent 
opiate addicts and control subjects? Such measures did prove to 
discriminate overwhelmingly between addict and control; 17 to 22 
statistical comparisons discriminated addict and control at better 
than the .05 level of significance. None of the addict subjects were 
diagnosed as normal adolescents; 43.5 per cent of the control sub- 
jects were diagnosed as such; 26 per cent of the control subjects 
were diagnosed as psychiatrically ill but with a different type of 
impairment than the addicts. Only 30.5 per cent of the control 
subjects received any of the diagnoses which were applied to the 
addict subjects. The psychologic and psychiatric data taken to- 
gether suggest that Negro and Puerto Rican youths residing in 
urban areas where illicit drug use is widespread do not become se- 
riously involved with opiate drug use independently of their per- 
sonality structures. 

The psychologic test data and psychiatric diagnoses cannot in- 
dicate whether these differences postdate or antedate addiction. 
However, it was pointed out that the life history data indicate that 
prior to their addiction the addicts at a median age of 16 already 
had been involved in more adjustment difficulties than the controls 
displayed up to their median age of 19 (Table 10). Furthermore, 
if addiction per se markedly changes personality structure and 
function, addicts of long duration ought to differ from addicts of 
short duration. The writers’ addicts ranged from six months to 
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seven years in duration of drug use; there were no differences 
within this group to suggest that length of addiction influences the 
measures of personality function that were used to discriminate 
addicts from controls. However, the clinically improbable, but the- 
oretically possible, hypothesis may be offered that these changes 
develop extremely suddenly—perhaps concurrently—with onset of 
addiction to opiates. It is the writers’ opinion (which can be sys- 
tematically examined only through longitudinal studies) that the 
personality disturbances noted as associated with addiction not 
only precede addiction, but are involved in its pathogenesis. 

In the writers’ first report,’ they described a syndrome of person- 
ality characteristics which occurred among adolescent addict pa- 
tients independently of the particular diagnostic group in which 
they were placed, It was noted that they displayed in common a 
patterned disturbance or syndrome: (1) dysphoria; (2) problems 
of sexual identification; and (3) disturbances of interpersonal re- 
lations, characterized by inability to enter prolonged, close or 
friendly relationships with their peers or adults.* The statistical 
comparisons reported here, in addition to clarifying the important 
role of personality malfunction in the addiction process, may be 
utilized to expand the earlier description of the modal or typical 
adolescent addict’s personality structure, as follows: 


The adolescent opiate addict functions below his intellectual ca- 
pacity or potential. Both consciously and unconsciously, his emo- 
tional responsivity is constricted and/or controlled. Under stress, 
he withdraws or regresses. In new, difficult, or relatively-un- 
structured situations, particularly those in which spontaneity or 
emotional participation is required, he becomes unproductive or 
bizarre. His capacity for empathic relationships is blunted or ab- 
sent. Object relationships are weak or tenuous. Acutely sensi- 
tive to the malignant and rejective aspects in his interpersonal en- 
vironment, he responds with sociopathic attitudes and behavior. 

*A ‘‘blind’’’ rating of the Rorschach protocols of the addicts and control subjects 
was made by Dr. Joan Swift, a clinical psychologist who until recently taught and did 
research at the University of Chicago, She noted that the addict subjects exceeded the 
control subjects in: (a) dysphoria and (b) disturbance in interpersonal relationships. 
The differences were not statistically significant; however the direction of her findings 
was in accord with the writers’ generalization. However, in her evaluations, the con- 
trol subjects exceeded the addict subjects in disturbance in sexual identification, also not 
to a statistically significant degree. This discrepancy, evidently due to differing cri- 
teria, requires too long a discussion for this report. 
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Although the data show that there are statistically significant 
differences between the groups, they also show clearly that there 
is no dichotomization on any single variable of the addict and con- 
trol subjects. Thus some of the control subjects functioned at 
lower levels of intelligence, were more constricted, and so on, than 
some of the addicts. The fact that there are statistically signifi- 
cant differences makes it easy to explain the lack of involvement 
with opiates for those control subjects who functioned better than 
the addicts did on the test variables, and who were placed in dif- 
ferent diagnostic groups than the addicts. However, the problem 
remains why those control subjects who functioned either as 
poorly, or did worse, than the addicts on psychologic test variables 
and who were placed in the same diagnostic groups as the addicts, 
were able to avoid the addiction process. (The writers called these 
subjects “pathologic” controls, and the other control subjects “nor- 
mal” controls.) This lack of dichotomization suggests that vari- 
ables other than the foregoing measures of personality structure 
enter into the addiction process. Indeed, in an earlier report, 
the importance was emphasized of the pre-addict’s total life situa- 
tion at the time he became introduced to opiates. One explanation 
for the pathological control subjects’ avoidance of addiction is that 
they have not (as yet) entered situations which cause them stress 
or stimulate them to seek a novel adaptational pattern. 

Further basis for understanding avoidance of addiction by the 
“pathological” control subjects is suggested by the differences in 
the motivations for not usmg heroin expressed by the control sub- 
jects. The “normal” control subjects spontaneously expressed 
broad recognition of the hazards and consequences of opiate drug 
use. The “pathologic” controls were vague and confused in dis- 
cussing their motivations f-r avoiding addiction. It was noted 
that the “pathologic” controls were unable to express a total, rea- 
sonable rejection of addiction, just as they were unable to ex- 
plicitly verbalize any forthright, positive, self-determined goals for 
themselves. In the writers’ opinion, their avoidance of addiction 
was not an expression of the healthy or mature portion of their 
personality but rather an extension of their passivity and resigna- 
tion with regard to achieving greater satisfaction for themselves in 
relationships or aspirations. Their avoidance of drug use could be 
characterized better as an acceptance of pathology, than as a posi- 
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tive avoidance of something which they genuinely appraised and 
rejected. 


Sociologic and Background Data 


The second question sought to be clarified in this study was: Do 
measures of familial socio-economic status differentiate adolescent 
opiate addicts and control subjects? 

It was found that there were no statistically significant differ- 
ences or trends for three of the five variables in which the social 
backgrounds of the addict and control subjects were compared.* 
These three variables were: housing, stability of the parental home, 
and paternal educational status. The two variables for which 
there were statistically significant differences were: maternal edu- 
cational status, and occupational status (not necessarily income) 
of the major wage earner (father or father surrogate) of the fam- 
ily. For both of these variables, the families of the addicts had 
higher status than the families of the controls. 

Two of the variables which did not differentiate the addict and 
control subjects deserve special comment. 

Although there was no statistically significant difference, or 
even a trend toward such a difference, in the quality of the housing 
in which the addict and control subjects lived, this does not imply 
that inadequate housing conditions are unrelated to the prevalence 
of addiction. The New York University ecologic study of addic- 
tion among adolescents in New York City® indicated that “drug 
use among the youth is virtually confined (87 per cent) to the 
‘poorest,’ in all aspects of that term, sections of the city,” and that 
even within these areas, the poorer neighborhoods had the consist- 
ently higher (P==less than .01) rates of adolescent addiction. To- 
gether with the findings of this study, this suggests that residence 
in a subecommunity of the city where there is grossly inadequate 
housing, acts as a stimulant to addiction for only those youth with 
certain personality characteristics. This is a corollary to the clini- 
cal observation that addicts respond differently to “stressful” situ- 
ations than do their peers who have not become addicted. 

No significant difference was noted in the stability of the homes 
of the addict and control subjects. This does not imply that the 

*The fact that the social backgrounds of the addict and control subjects did not en- 


tirely differ enhances the validity of the differences in the personality measures, as it 
increases the sociologiec comparability of the samples. 
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dissolution of the parental home is without importance in the sub- 
jective experience of particular adolescents who later become opi- 
ate addicts. The data support the hypothesis that the experience 
of dissolution of the home by itself, that is without consideration 
of the antecedent and consequent contexts of relationships and ex- 
perience, is not a predictor of major psychopathology or behavior 
disorder. 


In the introduction, it was predicted that higher, rather than 
lower, social status would characterize the families of the addict 
group. However, the findings were ambiguous. Three variables 
did not differentiate the groups, nor did they suggest a trend in 
one direction or the other. Two variables differentiated the groups 
and suggested that the addicts came from families with higher 
status. This suggests that higher familial social status may be one 
of the predictors of addiction among Negro and Puerto Rican ado- 
lescents but that measures of social status are not so sharply pre- 
dictive as are the personality characteristics of the adolescents 
themselves. 


In the writers’ earlier reports, the interpersonal situations in the 
addicts’ families were characterized as multiform rather than of a 
single type; the writers believed that these situations were of types 
which, psychiatric experience suggests, are associated with various 
serious difficulties in adjustment. This appraisal was based on the 
patients’ statements in diagnostic and therapeutic interviews, on 
projective material obtained in the TAT and the Rorschach, and 
on social agency reports from the patients’ home communities. 
With the control subjects, there were no external data from direct 
study of the families or from social agencies. Consequently the 
interpersonal situations of the control subjects’ families could 
neither be appraised as well as, nor systematically compared with, 
the situations in the addicts’ families. However, certain data ob- 
tained in the interviews of the control subjects pertaining to their 
family situations and backgrounds, contribute further to the pic- 
ture of the personality differences between the addicts and 
controls. 


The control subjects tended to speak realistically about the defi- 
ciencies or problems within their families. They expressed dis- 
approval or regret, in an appropriate manner, about the cireum- 
stances of their lives, the often unhappy relationships within their 
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families, and the difficulties they experienced as underprivileged 
youths in communities with inadequate housing and recreational 
facilities. 

The addicts, on the other hand, tended to discuss their family 
situation in one of three manners. Some were so evasive and 
guarded that no pictures of their families emerged except from 
outside sources or from inference. Others painted rosy pictures 
of domestic tranquility and satisfaction in the community. Others 
bitterly and unrealistically complained about many aspects of their 
relationships and their responses to them; they used their parents’ 
responses to their own provocativeness to document what they felt 
to be mistreatment or rejection. 

In the writers’ current clinical experience, in which there have 
been opportunities to study and work directly with the families of 
adolescent addicts, they have been impressed with the prevalence 
of certain phenomena in the family backgrounds. For example, 
regardless of the actual familial socio-economic status, familial 
needs for high attainment in educational and vocational areas play 
very important roles in the developmental experiences of many of 
the addict patients.* Their families inculcated high levels of as- 
piration and expectation into them, yet failed to strengthen their 
capacities to attain their goals through realistic appraisal of their 
environments and acceptance of the need to work toward subor- 
dinate goals on the paths to their more final objectives. Denial of 
personal limitations, wish-fulfilling distortions of reality, and 
status-orientation at the expense of satisfaction are some of the 
prominent features in the family backgrounds of the adolescent ad- 
dicts which are plausibly related to their aspiration-achievement 
discrepancies. In the urban Negro and Puerto Rican populations— 
where self-maintenance and personal development are themselves 
made difficult by prejudicial limitations of opportunity—unrealistic 
and excessive aspirations are likely to be a heavy burden for even 
the most intact ego. In a later paper, the writers plan to discuss 
some of these aspects of the social-psychiatry of opiate addiction 
among Negro and Puerto Rican youth. 

In the case study of Jay,’ the writers described the ambivalent, 
mutually destructive, excessively close and dependent relationship 

*For example, a homosexual alcoholic woman who had been supported by welfare 


funds throughout her adult life expected her illegitimate son to attain some professional 
status. 


JULY—1955-—J 
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between Jay and his mother as a major dynamic factor in his opi- 
ate use. Since then, they have been impressed by the frequency 
with which this type of relationship occurs in the family back- 
ground of the male adolescent opiate addict. The writers are pres- 
ently studying the family backgrounds of male adolescent opiate 
addicts and control subjects, in order to round out and critically 
evaluate these (and other) clinical observations of the interper- 
sonal factors in adolescent opiate addiction. 


CoNCLUSIONS 


To evaluate the significance of personality malfunction as a fac- 
tor in drug addiction among adolescents, a sample of hospitalized 
adolescent opiate addicts was compared with a control sample of 
similar age, ethnic background and exposure to illicit opiate use in 
their communities. The psychologic and psychiatric data of the 
study indicated that the addicts exceeded the controls in personal- 
ity malfunction to a statistically significant and clinically impres- 
sive extent. These findings support the hypothesis that youths liv- 
ing in urban areas where illicit opiate use is widespread do not be- 
come addicted independently of psychiatric pathology. The data 
also indicate that the converse need not be true; as youths who ex- 
hibit personality malfunction similar to that of the addicts need 
not become addicted. As the writers pointed out previously, be- 
coming an opiate addict is a highly individualized process which 
can be understood only in the context of the individual’s personal- 
ity structure, past life situation and present interactions with the 
significant figures of his familial and peer groups. 

The familial socio-economic status of the addicts and control sub- 
jects was also compared to evaluate its significance as a factor in 
opiate addiction among adolescents. The writers’ earlier observa- 
tions led them to hypothesize that comparatively high socio-eco- 
nomic status in those ethnic groups and communities where illicit 
opiate use is widespread was a factor in adolescent addition. The 
findings here, however, were less definitive than the psychiatric 
and psychologic findings: The families of the addicts had higher 
socio-economic status in only two of the five measures in which 
they were compared to the controls. Recent clinical experience 
suggests that it is not socio-economic status per se, but rather at- 
titudes and expectations on the part of the family concerning 
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status achievement, that may be one of the important predictors 
of addiction. The writers have been impressed in recent clinical 
work with the important role of certain subtle emotional! elements 
in the young drug addict’s family background; denial of limita- 
tions, wish-fulfilling distortions of reality, and an orientation to- 
ward status goals rather than toward goals of satisfactions and 
security. These aspects of the family background of the adolescent 
opiate addict are being studied in one of the current phases of the 
writers’ research. 
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EDITORIAL COMMENT 


AUT SCIENTIA AUT NIHIL? 


Human freedom is a rare and chancy thing. It is bounded in 
space and limited in duration by such things as vast whimseys of 
nature—like an ice age destroying the hunting grounds; a flood 
sweeping over the mud-brick cities of Sumer; or a drouth, setting 
hungry hordes on the march over a whole parched hemisphere. It 
is also racked, suppressed or distorted by even vaster calamities, 
emotionally-born and socially cultured nightmares—like an Aztec 
god demanding his offerings of human hearts, torn in mass sacri- 
fices; a mad, Nazi nationalism, murdering outlanders and its own 
minorities; or a dictatorship of the proletariat, exiling, imprison- 
ing and slaying the individualist. 

It is only a little while, as the earth turns and the seasons and 
the centuries roll, that man in any numbers, anywhere, has been 
free. The primitive hunter, as we can judge from his bones and 
his artifacts, was the slave of fears and superstitions that he must 
have taken into primitive agricultural society; the earliest organ- 
ized social orders to have left their traces included kings and 
slaves, human animals who toiled and overseers who struck with 
whips. No man of Sumer or Egypt was free, not even Pharaoh, as 
Akhenaten discovered. Athens’ few free men trod on slaves. And 
our own freedoms are new. If one traces, as is usual, our modern 
free institutions only as far back as Magna Charta, one first finds 
rights (or certain measures of freedom) won for the barons, and in 
succeeding periods, for the lesser nobility, the gentry, the crafts- 
man member of a guild, the merchant, the small landholder, and 
finally for all—from the propertyless to the multimillionaire and 
from the nameless to the aristocrat. In the way of freedom for the 
many, this has taken us centuries since Runymede; the end of ac- 
tual slavery in this country was less than a hundred years ago; the 
abolition of property qualifications, sex qualifications, tax quali- 
fications for the exercise of civil liberties, including the vote, is 
much more recent still; and it may be questioned today whether the 
process is complete. But complete or not, the liberties we have 
were hard-won; and they are enjoyed today in this country and 
other countries of the western world by more peoples than have 
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ever been free before since the world began. They are also, very 
likely, under as great a threat as freedom has ever been under 
since the world began. 

All these matters are matters that we know and that we know 
well, If they are sketched broadly here, it is because one cannot 
understand, or defend, an individual liberty that is threatened, un- 
less there is some basic picture of its background. Freedom of sci- 
ence is part of our general freedom. It has been won as hardly 
and maintained with as much hardihood. Yet its exercise is, not 
even today, explicitly guaranteed. The freedoms most people are 
conscious of are those that have the explicit guarantees. There 
are such guarantees in our own Bill of Rights, the 10 original 
amendments to the United States Constitution. They cover what 
we refer to loosely as freedom of religion, of speech, of the press, 
freedom against unreasonable search and seizure and against de- 
privation of life, liberty or property without due process of law. 
If freedom for scientific thought, discussion and publication is not 
explicit, it is implicit here in the proclamations of general free- 
dom. There is also implicit security for a scientist’s laboratory, his 


equipment and scientific material—the security in the general guar- 
antee that every citizen possesses against unreasonable search and 
seizure and against personal punishment without due process of 
law. 


Scientific freedom in our society has been won in a struggle that 
is familiar to us all as part of a wide struggle for man’s intellectual 
freedom. Scientific advances, new scientific hypotheses, new ap- 
plied science were all fought with the same vigor and for the same 
reasons that inspired the fight against religious heresies. If Chris- 
tian Protestants and Christian Catholics exiled, tortured and 
burned each other, and both of them exiled, tortured and burned 
non-Christians from the Albigensians to witches and Jews, the 
same forees came into conflict with science, as science emerged 
from the Middle Ages. Galileo, as every schoolboy knows, over- 
turned the accepted cosmology of his day and had to recant. Ve- 
salius seems to have been hounded from his university. Chemists, 
deriving their profession from the alchemists of ill repute, were 
generally suspected of being personally in league with the Devil. 
Through the centuries, from Roger Bacon to Niels Bohr, scientific 
workers who preferred a quiet life to doing battle concealed, or at 
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least were reticent about, their discoveries. In the past century, 
Darwin had to battle not only the theological viewpoint but the 
generally accepted tenets of secular society. Scientific progress 
has always had to be made against men who fought against—and 
sometimes legally prohibited—the teaching of this new discovery 
or that. It is not so many years since a young school teacher was 
prosecuted in Tennessee for teaching biology from a point of view 
that is generally accepted scientifically. And one can recall the 
state legislator who introduced a bill to decree that m==3 (not 
3.14159 . . . to an indefinite number of places), citing the “molten 
sea” Solomon made for his temple (II Chronicles 4. 2) “ten cubits 
from brim to brim, round in compass, . . . and a line of thirty 
cubits did compass it round about.” Here is the highest authority 
for it. 


Medicine has borne its full share in the struggle. Anatomists 
for centuries advanced human knowledge by defying pressure from 
both church and state. Medical innovators from Paracelsus to 
Freud were ridiculed, denounced, abused, sometimes persecuted. 
Harvey met general and violent opposition when he announced dis- 


covery of general circulation of the blood. Jenner was denounced 
for introducing vaccination, and there are fanatical and bigoted 
opponents of the procedure today. Semmelweiss was ruined pro- 
fessionally. Lister had to combat ridicule. In the United States 
in our own day, it has been necessary to organize and fight vigor- 
ously to retain the right to conduct scientific animal experimenta- 
tion! It is no secret to the profession that some tremendous ad- 
vances ii surgery have been made by men who defied their own 
states’ anti-vivisection laws. And of course we owe insulin, the 
sulfa compounds and many other equally important pharmaceuti- 
cals to procedures that the enemies of experimentation still seek to 
make illegal. Psychiatry itself can display plenty of examples of 
the enmity aroused by new concepts—the highly-charged emo- 
tional (as distinguished from legitimate intellectual) opposition to 
insulin, metrazol and electric shocks; psychosurgery; and psycho- 
analysis, 

It is seriously misrepresenting this sort of thing, as the instances 
from psychiatry plainly show, to see it as a conflict between science 
and religion—any religion. Rather, there has been a series of con- 
flicts between efforts to promote the growth of knowledge and ef- 
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forts to defend generally-accepted and emotionally-invested beliefs 
that ranged from specifice tenets to whole cosmologies. The battles 
have been between reason and emotion—with reason not always 
on the side of the new, and emotion not always defending the old. 
When Soviet Russia “repealed” the Mendelian “laws” of heredity 
some seven years ago, it provided the most dramatic example of 
this conflict since the tide refused to obey Canute. There was, of 
course, no religious coloring to Russia’s action; it was the outlaw- 
ing by the state of a scientifically-accepted fact of nature, because 
the fact appeared to contradict Russia’s emotionally-supported, 
Marxian, environmentalist cosmology. Russia today appears to be 
returning scientific freedom to its geneticists; possibly the fact that 
there is hunger, if not famine in places, behind the Iron Curtain 
has something to do with it. The wheat crop appears to have de- 
fied the decree that it inherit acquired characteristics and, so, im- 
prove in quality and quantity. One can’t eat even a Marxian cos- 
mology. And hungry people appear after seven years to have 
learned at least part of the lesson that Canute taught his courtiers 
—that men cannot decree changes in fundamental natural pro- 
cesses. A first principle of science is to work with what is, not with 
what one wishes were. One wonders if it would have taken Amer- 
icans seven years also to repeal a law under which airplane en- 
gines were designed with z equal to 3. 

If the discussion here has reviewed man’s struggle for freedom 
generally and science’s struggle for freedom in particular, it is be- 
cause the modern scientist again confronts a problem not too unlike 
that of Galileo. It is perhaps even more like that of Semmelweiss 
who had in his possession a boon for mankind and was denied per- 
mission to use it. Today’s threat is familiar. But the cireum- 
stances are new. There is more reason and comparatively less 
emotion (although there is still more than enough emotion) behind 
present efforts to limit scientific freedom than there have ever been 
before. On the side of science, there is more disposition than in the 
past to concede the need of restrictions, and, unfortunately, more 
of a disposition toward emotionality than is usually considered be- 
coming to scientists. 


There is abhorrent but impelling necessity for limiting scientific 
freedom in the name of national security. Everybody who reads 
understands the situation, let alone the affected scientists. As long 
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as there are unrestrained forces in the world determined to use 
scientific knowledge to harm, not help, mankind, just so long must 
we endure security regulations. We have learned, since Eve, that 
there is nothing evil in acquiring knowledge itself; it is the mis- 
use of knowledge that makes for evil. When destruction of a civil- 
ization is threatened by misuse of knowledge, it is needful for 
self-preservation, and for the strongest moral reasons besides, to 
keep what dangerous knowledge one can from the hands of the 
evildoer. 

As a basic problem, this is not particularly new. The evolving 
techniques of warfare have all represented scientific (if sometimes 
most regrettable) advances. If a civilized people of prehistory 
possessed the bow, and a savage enemy did not, it was in the inter- 
ests of human progress to keep the scientific knowledge repre- 
sented by the bow from the savage enemy. The recent version is 
that of the white man who had guns and the aborigine who did not; 
as a sidelight on the security question, it should be remarked that 
there was probably no instance where somebody did not eventually 
supply guns to the enemy; and, as a further aside, it might be 


noted that there were instances where today’s historians wonder 
which side really was civilized. 


But yesterday’s problems involved watching and restraining a 
few designers, artisans and traders; today’s involve the whole of 
the scientific disciplines—with a potential threat to science that is 
greater than the threats of all the emotional reactions, prejudices, 
beliefs and cosmologies of the past. It is the greater threat be- 
cause only the most politically naive scientist could oppose all re- 
straints in good faith, and because—whooping it up behind those 
who seek to impose the minimum of restraints with the maximum 
of good faith—there are those of bad faith and those who are irra- 
tional. Because we are all, scientists included, sensitive to charges 
of bad faith and irrationality, one hesitates to point to the scoun- 
drels, the fanatics and the aberrants who parade under the ban- 
ners of good causes as well as bad ones. As there are those of evil 
motivation among the scientists themselves, so there are the nat- 
ural enemies of scientific progress—the anxious and fearful, the 
paranoid, the fanatical, the anti-intellectual—among those who 
would curb science “regretfully” in the interests of national de- 
fense and human survival. 
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The scientists themselves, in this crisis, have not been conspicu- 
ous for rationality in distinguishing reasonable restraits and those 
who would impose them from malicious attempts to suppress scien- 
tific freedom, made by the ill-wisher and supported by the anxious 
neurotic. Perhaps the Oppenheimer case can be mentioned without 
getting into the controversy—one hopes so. Dr. Oppenheimer’s 
security clearance was withdrawn, whereupon scientists sprang to 
his defense from all directions—upholding him as a great scientist, 
a self-sacrificing patriot and a man with no sympathy for Com- 
munism. This is to answer only the crackpot wing of his critics; 
few informed people have any doubt of these things. It is also 
argument beside the point, which is the right of the government to 
impose reasonable security regulations on its scientists. One must 
either attack the regulations as unreasonable and defend the right 
of a scientist to make his personal modifications of them or to 
break them; or one must prove he didn’t modify or break them 
(and, in this case—although no judgment of fact is intended here— 
pretty broad modifications of them seem to have been admitted). 
Whatever scientific freedom means, few of us would contend that 
it means the right to associate persistently with persons of pre- 
sumably Communist sympathy, to lie to security officers, or deter- 
mine for one’s self just what security should be. There is no in- 
tent to pass any sort of verdict on the Oppenheimer case here, but 
if we have to argue it or any other case, let us argue it to the point 
—which many of us haven’t been doing. 


There has always been the problem of rendering unto Caesar the 
things that are Caesar’s—a phrase that is from a much wider con- 
text than ours. There is a duty to science and to conscience to re- 
sist rendering unto Caesar the things that are not Caesar’s; and 
scientific history has its list here too of men who have been faithful 
to science in the face of all demands from authority and all at- 
tempts of government at coercion. In our day, they may range 
from the vast majority of reputable and ethical medical men of 
Germany who refused to associate themselves with the Nazi exper- 
iments on human beings to the humble government scientist who 
may refuse to modify his conclusions or falsify his mathematics 
at the direction of political superiors. Fortunately, modern sci- 
ence has in most instances been strong enough to withstand this 
sort of thing; Germany’s medical profession was needed too badly 
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in wartime to be martyred; and, in the democracies, the profes- 
sional societies are strong enough and the attempts to intimidate 
few enough so that pressure on scientists is seldom successful— 
and reprisals for scientific stubbornness in defending scientific 
facts are never open. But the situation is not unimaginable; we all 
know what happened to the Russian geneticists who went down 
fighting Lysenko. And, of course, this discussion does not apply 
to pressure which may be put on scientists by other scientists— 
without political motivation—to conform to their elders’ or supe- 
riors’ scientific views, or else . . .! But that is a different, if 
sometimes extremely serious, problem, and is one deserving dis- 
cussion elsewhere. In outline, it is a familiar, if perplexing, ques- 
tion, usually discussed under the topic of scientific ethics. It arises 
because scientists are human. The question of tribute to Caesar 
arises, not because scientists are human, but because scientists are 
scientists—and government is government. 


What things are science’s, and what are Caesar’s? There can 
be no exact division. The boundary moves like that set between 
states by a shifting river. The scientist, broadly, has the same 


freedom as other people. It is never absolute freedom. If absolute 
freedom exists, it has never been found anywhere this side of the 
great belt of Orion, and there is good reason to believe it never will 
be, for there is good reason to believe it cannot exist. No social 
being of instincts like our own can be completely free; he pays 
some tribute of freedom to Caesar as the price of society. One 
could raise here the philosophical question of whether the worker 
ant is free when she follows, without social hindrance, her instinet- 
guided routine; but we are very different creatures from the ant; 
and the problem of human beings, or of any beings constituted like 
human beings, is more of a practical question than a philosophical 
one. 


The forces with which western science has been in conflict in the 
past were sometimes enormous, sometimes overwhelming. Such 
were the prejudices and the suspicions and the ignorant emotion- 
ality that destroyed the spirit, the research, and the vast store of 
knowledge in the great library of Alexandria almost at the thresh- 
old of modern scientific achievement—and, by the way, long before 
the Moslem conquest and the famous order to burn the books, 
which likely never was given. But this sort of thing, except in re- 
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cent and existing totalitarian countries, has been social more often 
than governmental. Pressure was normally from groups resisting 
this or that attack on some belief, battling a change in custom (like 
enforced observance of modern sanitary measures), or simply dis- 
trusting book learning, “professors,” “educated fools,” and “egg- 
heads.” Science can fight this sort of thing without compromise; 
but science cannot fight government without compromise. Science 
can demand freedom from bonds of ignorance or superstition, but 
not from the bonds of government, for we have to have govern- 
ment. 


The question of scientific freedom is not unlike that of religious 
freedom and freedom of the press. The Bill of Rights guarantees 
both religious freedom and freedom of the press; but we limit both. 
We have to limit both. We would not only suppress a religious 
eult that practised human sacrifice but would try its practitioners 
for first degree murder. We have prosecuted, and doubtless will 
continue to prosecute, devotees of various sex cults and similar 
orgiastic religious performances. It is doubtful if we would per- 
mit open Voodoo ceremonials; but Voodoo is undoubtedly a gen- 
uine religion; and some, at least, of its Haitian worshippers can 
lay claim to being civilized. We prohibit polygamy, which is sanc- 
tioned by the recognized religions of Islam and Hinduism, and used 
to be sanctioned by the Latter Day Saints, by Judaism, and in some 
instances by the early Christians (Charlemagne is said to have had 
two queens at the same time). ‘hus we—meaning we Americans— 
limit freedom of religion; we do not permit in practice what many 
religions permit their worshippers, although we otherwise pro- 
tect the free exercise of those religions. 

Likewise we—meaning we Americans again—limit freedom of 
the press. We do not allow the printing and circulation of works 
advocating murder—as, for instance, in the religious practice of 
Thugee. We would prosecute the ordinary publisher of work con- 
taining the Anglo-Saxon words for defecation, urination, and (this 
is in reality very strange company) coition; medical reports and 
-—very recently—*‘realistic” fiction are recognized exceptions to 
the prohibition. We do not allow publication of appeals to over- 
throw the government by force, though we are (even more 
strangely) somewhat less rigid about this. It is not permissible to 
publish photographs of the sexual organs or the sexual act (al- 
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though we can print in the newspapers the grisliest photographs 
of murder victims, and publish—in novels—detailed and graphic 
verbal descriptions of adulteries and fornications). 

It is evident that the specific constitutional guarantees of free- 
dom of religion and freedom of the press are subject to limitations 
—in the case of freedom of the press at least, to some which are on 
capricious and emotional grounds; and it is fair to state that these 
are ordinarily not invoked against scientific publications. It is 
also fair to say that such limitations as we endure on the freedom 
of the press are not established in any clear or unmistakable 
fashion. There is no sharp boundary, no point at which one may 
say that thus far mayst thou go but no farther. The limits are con- 
tinually being shifted and reshifted. They are constantly being 
tested and retested. A hitherto prohibited type of publication be- 
comes permissible; a hitherto permissible type is prohibited. The 
problem of the comic books is in point; from offering children 
harmless if not particularly profitable amusement, a large propor- 
tion of them turned to material that was productive of nightmares 
and anxiety, if not, as some contended, of juvenile delinquency. 


Freedom of the press faced legal limitations right there; they 
were probably forestalled only by “voluntary” action of the comic 
trade publishers. 


For half a century, research into nuclear physics was a harmless 
scientific activity, contributing chiefly to the development of human 
knowledge purely for the sake of knowledge, with such practical 
applications as that of radium for cancer treatment adapted defi- 
nitely for human betterment. ‘Today, nuclear research is under 
such restrictions in half a dozen nations as have never been im- 
posed on scientists since the Pythagoreans safeguarded their math- 
ematical secrets by invoking capital punishment. Tomorrow, if the 
threat of mass killings by atomic war could be controlled, this area 
of inquiry might well be free again. 

Any realistic view, one may hold, will recognize that, as in free- 
dom of religion and in freedom of the press, there will be—now 
larger, now smaller—areas of restriction of scientific activity, a re- 
striction for the benefit of, and survival of, the human race. But 
any realistic view must also recognize that, if humanity is to con- 
tinue to advance, science must always be on its guard to keep the 
areas of restriction as small as possible. The price of scientific 
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liberty, like the price of all liberty, appears to be eternal vigilance ; 
and, for scientific liberty, it must be scientific vigilance. And it 
must be scientific vigilance against fellow-scientist as well as 
against fellow-man. There are scientists, as defections to Russia 
plainly show, who are enlisted in the ranks of the enemies of 
science. 

Among many other qualifications, a free scientist is a person 
who aims to determine truth first and explain it second. If he 
forms a hypothesis as to why a natural phenomenon acts in this 
way or that, he is prepared to change or drop it if he finds in fact 
that his phenomenon does not, upon study, act in this way or that. 
A Communist scientist is a person who knows the truth first and in- 
vestigates it (if he bothers to investigate) second. He knows how 
many phenomena act, without investigating, because Karl Marz 
and his successors have told him. If somebody finds that phenom- 
ena do not act as Communist doctrine says they do, the phenomena 
are wrong. Mendelism was wrong because Marxist doctrine holds 
that people can be improved indefinitely by improving environ- 
ment; and recognition of the mechanism of inheritance set sharp 
limits to such improvement. (We in the democracies would be as 
pleased as the Russians if we could breed supermen by bettering 
environments; but a scientific observation is a fact in a democracy ; 
we may regret facts, but we work with them; if guinea pigs can’t 
talk or dromedaries fly, no amount of doctrine will make our sci- 
entists believe the contrary.) Of course in the instance of Mendel- 
ism, the Soviet scientists now appear to concede that they were 
wrong—they probably feel that they misunderstood, not the facts 
of genetics, but Marx. 

Whether a scientist is a scientist, if he knows the truth first and 
does his research second, is another question. Within his limits, 
he can certainly be an excellent technician; and in atomic science, 
which is today’s sensitive point, he is unlikely to find himself re- 
stricted by Marxian ideology. How far his results can be trusted, 
even in non-critical inquiries, is, nevertheless, something to be 
questioned, Every variety of lying, bad faith and chicanery is ree- 
ognized as a legitimate weapon in the war of the Communist 
against his enemies, and every non-Communist is an enemy. Ex- 
cept for results which are circulated openly in the Soviet Union for 
the use of other Soviet scientists, the Western World cannot put 











EDITORIAL COMMENT 497 


even limited faith in the reliability of Soviet research. And, of 
course, since he is a liar by faith and profession, no Communist 
scientist’s work in any field can be entirely trusted, even though he 
works outside Russia; and no Communist scientist or Communist- 
sympathizing scientist can be tolerated in any critical or near- 
critical type of work. 

This is the sort of situation that leads to witch-hunts; but the 
dangerous must be eliminated in spite of risks. The best that sci- 
ence can do is to draw up its ranks firmly, and resist assaults from 
other directions as vigorously as assaults from the left. Once sci- 
ence is under attack, there are few limits to the variety of possible 
enemies. There are the paranoid, who see Communists, or perhaps 
Fascists, in every minor difference of publicly-expressed political 
opinion. There are the fanatics like the anti-vivisectionists, who 
begin by distrusting medicine and may end by distrusting all sci- 
ence. There are the misinformed and the possibly fanatical who 
believe science is the enemy of their religions. There are the in- 
tensely “practical” men who envy, and affect to despise, all theor- 
ists. And there are large numbers who transfer dislike of some 


scientists’ social attitudes—a matter worth discussion in itself, 
and a matter for which scientists themselves are at least partly re- 
sponsible—to dislike of science itself. There are the unschooled 
who sneer at schooling and the ignorant who fear learning. There 
are those who see scientists as educated fools—and, of course, some 
of us are. 


If there are Communists in a science, it will be attacked; if it 
is attacked because of its Communists, it is vulnerable to attacks 
from all the sources just considered and others. It does not take 
much reflection to realize how devastating a successful attack might 
be. Medicine has one vivid illustration in the still-persisting threat 
to prohibit animal experimentation, which would cripple research 
and set practice back half a century or more. 


Possibly the greatest safeguard against this sort of campaign 
is to guard and strengthen scientific freedom among ourselves. Let 
us draw a firm line against the setting up of informed scientific 
opinion (particularly in the social sciences) as some sort of irre- 
futable fact. Let us beware of emotionality and of prejudice for 
or against one line or another of research. In psychiatry, the func- 
tionalist who is a genuine scientist does not discourage organic re- 
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search. The organicist who is a genuine scientist does not discour- 
age psychodynamic, or even extrasensory, research. There is too 
much we do not know today that we used to know: that a straight 
line is the shortest distance between two points, for one example. 
We also know a few things that we did not use to know. We know 
that a great many facts of science from physics to psychology are 
better described in terms of trends and statistics than in terms of 
simple mechanisms; the sociologist, Richard L. Schanck, has gone 
so far as to use this changing viewpoint as a title for his recent 
hook, The Permanent Revolution in Science.* One does not need 
to follow his precise reasoning to recognize that the essential 
method of modern science is a willingness to evaluate new ideas, 
without insisting that new or old represent more than approxima- 
tion of truth; to preserve what we commonly call the open raind, to 
determine facts first—in medicine, we call this process clinical ob- 
servation—and to substantiate old, or accept new, theories as the 
evidence indicates. Specious argument for the limiting of scien- 
tific freedom can be very persuasive. Bergen Evans, in The Spoor 
of Spooks,** attacks extra-sensory perception on the grounds that 
if this foolishness is accepted it will upset the mechanistic science 
of the last 400 years. It would not, of course, but assuming that 
it would, the aim of science is the pursuit of truth, not the defense 
of a theory. Mr. Evans belongs with the opponents of Galileo. 
They—by the same course of reasoning—objected to upsetting the 
science of more than three times four centuries. 

Modern science is to be distinguished from many other human 
activities, from the science of ancient Alexandria, for example, by 
its comparative lack of rigidity. Vesalius, Harvey, Darwin, Men- 
del and a score of others overthrew accepted scientific concepts but 
won scientific acceptance eventually. Since 1900, Einstein and the 
atomic scientists have revolutionized the basic concepts of the na- 
ture of matter, energy, space, time and the universe. The cosmol- 
ogy of Newton and the astronomers of recent centuries is gone; 
it does not picture the actual universe any more than did Ptolomy’s, 
although it appears to have come closer to the actuality. Possibly 
none of the modern pictures, of which there are more than one, rep- 
resents the actuality either—but pending closer definitions, this 

*Schanck, Richard L.: The Permanent Revolutiou in Science. Philosophical Library. 


New York. 1954, 
**Evans, Bergen: The Spoor of Spooks. Knopf. New York. 1954. 
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question may be nearer (insofar as we at present can guess) to the 
philosophic problem of what is truth than to the scientific problem 
of drawing better conclusions from better data. 

Science has progressed since the Renaissance because it has been 
able to win freedom, now here, now there, over obstacles. There 
is no denying that, like the resistance of an established cosmology 
to a new idea, the necessity for national security can be an obstacle 
to the progress of free science. The physicist, Professor Edward 
Teller of the University of California, writing in Science* on the 
actual laboratory workers who took part in the development of the 
atomic and the hydrogen bombs, gives a vivid picture of the extra- 
ordinary number of persons of talent and genius who were assem- 
bled for this single scientific problem. Two matters will occur 
readily to the unscientific as well as to the scientific reader. The 
first is to wonder how much more progress might have been made 
if security had not made participation by a much wider circle im- 
possible. The second is to wonder what might have been accom- 
plished if Russia’s circle of atomic scientists (which must have 
been comparable in numbers if not ability) could have worked with 
our own toward world peace instead of world destruction. To op- 
erate in this way, would be merely traditional scientific freedom; 
but it is naive to hope for it, almost naive to think of it. 

Observance of security is probably the costliest tribute scientists 
of the free world are now called upon to render unto Caesar. It is 
a tribute paid primarily by the physicists but contributed to also 
by the rest of science, medicine included, for medicine must, among 
other security problems, devise the defense against biological war- 
fare. To render unto Caesar what is not due to Caesar is another 
problem. Teller, noting his belief that everybody who worked on 
the hydrogen bomb was “appalled” by its success and its possible 
consequences, asserts emphatically, “. . . we would be unfaithful 
to the tradition of Western civilization if we were to shy away 
from exploring the limits of human achievement. It is our specific 
duty as scientists to explore and to explain.” Teller sees the re- 
sponsibility of the scientist as, beyond, this, “no greater than those 
of any other citizen of our democratic society”; and he is quoted 
elsewhere as having advised scientists to stay out of politics except 
in areas touching on science. But this, says J. R. Schenken of the 


*Science, February 25, 1955, 
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University of Nebraska College of Medicine, is the mistake of po- 
litical illiteracy that Oppenheimer made. Science, says Dr. Schen- 
ken, speaking for medicine as a clinical pathologist, must not sanc- 
tion “political hermitage”; politics, he says, quoting Ortega, “is 
much more of a reality than science. . .”; and he feels that all sci- 
entists must be “able and willing to speak out clearly on the basic 
concepts of freedom.” “Freedom in a republic,” Schenken writes, 
“exists only as long as the majority recognizes that the minority 
must be free to pursue thought, wherever it may lead.” 

If our basic freedoms are to be protected, particularly scientific 
freedom, this may be the place to remark that there can be a real 
threat in the extension of security standards to cover scientific 
work where there is no need for security. This is a concrete and 
present menace** and one of growing concern to American scien- 
tists. The problem in much detail may be studied in current issues 
of Science and the Bulletin of the Atomic Scientists where inter- 
ested scientific workers have been protesting vigorously and an- 
grily against the extension of strict security standards to cover 
scientists in non-sensitive public or private research, in university 
or foundation-sponsored laboratories for example. The extension 
seems to be based on a fundamental confusion of the concepts of 
loyalty and security. 

Under no theory of scientific freedom, would the federal (or a 
state or a city) government be held under the slightest obligation 
to employ or support for any kind of work any person who was 
flagrantly disloyal or who could be proved to be an enemy of the 
government in question. Nor would the Red, White and Blue Phar- 
maceutical Corporation be expected to hire scientist Jonathan X. 
Doe, if Jonathan spent his spare time, on or off company premises, 
denouncing his employers publicly or in secret party conclaves as 
dirty-rat exploiters of the proletariat who—come the Revolution— 
most certainly ought to get, and probably would get, revolver bul- 
lets in the back of the head. No ideals of freedom, scientific or 
otherwise, can require a government or an individual to hire, or ex- 
tend financial aid to, an avowed enemy; and it is not a betrayal of 
freedom to remark that there are instances where invoking the 


*Science, February 11, 1955. 
**Edsall, John T.: Science, April 29, 1955. 
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Fifth Amendment might justly be taken into consideration, al- 
though—in general—disloyalty is a crime for which one must de- 
mand the strictest proof. 


But the extension of security-clearance requirements from posi- 
tions where national security is involved to various scientific posi- 
tions where the question is one of loyalty—not of security—is an- 
other matter. And it is a presently serious question.* Yet nobody 
of ordinary intelligence should have great difficulty in distinguish- 
ing the disloyal (the traitorous) from the patriotic but untrustwor- 
thy (the loose talker, the braggart, the psychiatric risk, the heavy 
drinker, the man who can be blackmailed, the man born to be duped 
by his friends). Some of our most brilliant and valuable scientists 
have fallen into one or the other category of the untrustworthy. 
They are unacceptable for secret military work but may be most 
useful where there are no secrets to be told. 

Dr. Oppenheimer seems to be doing extremely valuable scientific 
work outside governmental employment. If the only fault legiti- 
mately to be found with him was his propensity for making his own 
security regulations, there is no reason why he should not continue 


to be as useful a citizen in private research as in governmental. Or 
one might build a completely hypothetical and imaginary case 
around the man whom most scientists would judge to be the most 
brilliant intellect of modern times, Albert Einstein. Einstein was 
responsible, by personal appeal to the president, for developing the 
American atomic bomb and alerting America to the danger of a 
Nazi bomb. 


No man ever did more than Einstein to save the United States 
from disaster. But Einstein’s close acquaintances unite in describ- 
ing him as having been a “sucker” for any cause described as hu- 
manitarian. It was notoriously easy, for instance, to gain his sig- 
nature to all sorts of documents (and they might be appalling) if 
they purported to be for the betterment of the human race, Be- 
sides being the foremost intellect of our day, Albert Einstein seems 
to have been the most lovable and unsuspicious of men. He could 
not, his friends say, believe ill of anybody—although the blackest 
pages in history seem to have made an exception of the Nazis. But 
all sorts of camouflaged Reds, fellow-travelers, extreme left-wing- 
ers, could gain his ear and his confidence, if only they protested 


*Bhills, Edward: Bulletin of the Atomic Scientists, April 1955. 
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loudly enough their devotion to freedom and humanity. Einstein 
was a man of vast patriotism and a figure of such magnitude that 
his towering stature will be discernible above the ranks of ordinary 
men for centuries ahead. Yet one wonders if those charged with 
the awful responsibility for our military security would dare grant 
him full security clearance today. There is no information at hand 
to indicate that this question was ever raised. The possibility is 
suggested here because, even more than the actual Oppenheimer 
case, this entirely imaginary Einstein case illustrates the differ- 
ence between loyalty and security. 

In the areas where strict security is a demand that nobody can 
question, the problem is complicated enough. Appeals from sus- 
pension—which follows when a scientist in a sensitive position is 
charged with disloyalty or indiscretion—require an interminable 
time. The April 1955 Bulletin of the Atomic Scientists, reporting on 
seven cases, notes one that required two years for review and an- 
other in which—after three years—it was suggested that a worker 
resign without action on his appeal. One shudders at the havoc 
any clever and anonymous Communist with a fountain pen could 
wreak by getting key scientists suspended in this fashion. 

There is enough difficulty here—and in other problems where the 
question of security cannot be avoided—without extending these 
complications into fields where there is no such necessity. And 
this is without reference to the broader question of scientific free- 
dom. This Quarrer.y would like to make its opposition plain—on 
the basis of freedom first and of practicality second—to unneces- 
sary extension of security restrictions to matters of open research. 

Loyalty, it has already been said, is a different problem, subject 
to different criteria. One does not invoke scientific freedom to de- 
fend the employment of alien enemies or native traitors; but both 
government and private research may well make good use of sci- 
entists whose first loyalties are not to the United States, but may 
be, for example, to Canada, to Thailand, to Franco’s falangist 
Spain, to Tito’s Yugoslavia, or to an ideology like philosophical 
anarchy, or religious pacifism, or some non-revolutionary brand of 
extreme left Socialism. Scientists can well do battle on any field 
where national! survival is not implicated; and where scientific free- 
dom-—the right of science to find the truth and proclaim it—is un- 
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der attack, scientists are morally obligated not to withhold their 
hands from the fray. 

In fields where freedom must be curtailed in the name of secur- 
ity, scientists are still under the moral obligation to see that the 
curtailment is no greater than need be. There is a question whether, 
even in the matter of atomic research, we are not paying a heavier 
tribute to Caesar than we owe to Caesar. Recently released data 
on dangers from atomic fall-out seem to have been kept secret for 
months without anything that informed workers would regard as 
sufficient scientific justification. An opinion on a medical matter, 
given by Dr. George LeRoy of the University of Chicago, is worth 
citing. Dr. LeRoy, an internist who has been concerned with the 
effects of radiation on humans ever since the army made a special 
study of Hiroshima and Nagasaki survivors in 1946, recently told 
a United States Senate subcommittee* that the medical profession 
is ill-prepared to meet the emergency of atomic bomb attack be- 
cause certain American scientific information—which a Japanese 
physician, for example, might uncover and might give to the Soviet 
Union if he chose—is classified and thus unavailable to American 
physicians, including, said Dr. LeRoy, work he himself had done. 

An Associated Press report from Landstuhl, Germany,** lends 
further illustration to the limitations which are all too ready at 
hand to be imposed on scientific freedom. A sub-area commander 
orders cancellation of a lecture by an army psychologist (a lieu- 
tenant-colonel) without official explanation—but after a previous 
lecture in which the psychologist, according to press reports, had 
said some army wives displayed immaturity (as who, indeed, does 
not?). If the incidents are reported correctly—and the Associated 
Press is generally reliable—and if there is cause and effect here, 
this is the sort of gag one might well imagine imposed on any psy- 
chiatrist mental hygiene lecturer who voiced disturbing truths. 

Both Professor Shills and Dr. Schenken pointed to one reason 
why this sort of limitation on freedom of speech is not unthinkably 
remote. Science and scientists have not troubled themselves un- 
duly to make clear their membership in the society of common men 
—which is the society of free men. Too many among us have in- 
dulged the (possibly paranoid) trend of shrouding our activities 


*New York Times, March 15, 1955. 
**Associated Press, March 20, 1955. 
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in obscurity and arrogating to ourselves all possibility of under- 
standing. And too many of us are prone to sneer at one of the 
most valuable safeguards we have—the “popular” scientific work 
addressed to the “intelligent layman.” Maybe we all ought to re- 
member that in most respects we are all “intelligent laymen.” The 
physician is an intelligent layman in respect to the higher mathe- 
matics, astronomy and geology. The mathematician is an intelli- 
gent layman in respect to medicine and chemistry. Most of us are 
intelligent laymen in regard to metallurgy; virtually all of us are 
intelligent laymen when it comes to such industrial processes as 
weaving and printing. We know in general how these processes 
are undertaken, but how many of us could weave cloth for our 
clothing, or operate a type-setting machine and a printing press to 
publish our scientific findings? Of course we do not tell the lay- 
man how to make an atomic bomb or practise medicine; but we can 
be a little less seclusive (or insular, if one prefers) and superior 
about how we ourselves do it. 

The safeguards of scientific freedom are, in the last analysis, the 
safeguards of all freedom. General Piel of the Scientific American 
addresses an American Chemical Society regional meeting.* He 
remarks that nobody present would want the negative side of the 
argument that the American people ought to have a better under- 
standing of science. But he still feels it necessary to dispose of 
that unexpressed view and to expound his reasons for belief that 
wider understanding is a necessary foundation for freedom—cit- 
ing the taboo on atomic energy discussion as deriving “its sweep- 
ing sanctions from popular ignorance”; and, of course, he is not 
suggesting abandonment of security measures here. “Enlighten- 
ment,” says Piel, “is the ultimate product of the cosmic process as 
it is known to modern science. . . . We have need for a better un- 
derstanding of science among the members of our society not only 
that we may use the power which such understanding gives us, but 
that we may use it well.” 

To this, it may be added that psychiatry is the branch of science 
that comprehends man’s emotions and man’s mind. It is the 
science of the instrument, the human mind, which makes possible 
all other sciences; it is the science of the instrument, also the hu- 
man mind, which makes possible the enlightenment of society by 

*Bcience, March 4, 1955. 
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the labors of science. Psychiatry, with psychology and related dis- 
ciplines, comprehends the techniques for a better understanding of 
social objectives by science and of scientific objectives by society. 
We must recognize a greater responsibility than in times past and 
maintain a keener vigilance than in time present if we are to play, 
with self-respect and with honor, the role in which our specialty 
has been cast. We must recognize what is due unto Caesar. But 
where undue threat to scientific freedom is concerned, psychiatry 
must be among the foremost, among scientists and in society, to 
discern where freedom lies and to defend it. 
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Beyond the Germ Theory. The Roles of Deprivation and Stress in 
Health and Disease. Iago Galdston, M. D., editor. 170 pages. Cloth. 
Health Education Council. New York. 1954. Price $4.00. 


In the practice of medicine one hears doctors speak of ‘‘homeostasis,’’ 
but they always narrow the term down to a so-called ‘‘fluid-chemical bal- 
ance.’’ Beyond the Germ Theory should wake them up to the fact that 
homeostasis means a lot more. 

This ‘‘New York Academy of Medicine Book,’’ derived from the 12th 
Annual Eastern States Health Education Conference, expands the concept 
of the multiple causation of disease and the effects of deprivation and stress 
on emotional and/or physical health. It ‘‘propounds and extends the con- 
cepts of Claude Bernard, Walter Cannon and Hans Selye—of the ‘internal 
milieu’ and ‘homeostasis’ and of ‘the stress syndrome’.’’ 

The contributors define and illustrate the roles which deprivation and 
stress play in health and disease, the interplay of noxious agents, of dietary 
deficiencies in pregnancy, in childhood and in old age. Finally, there is dis- 
cussion of the role played by deprivation and stress in the attainment of 
emotional health and happiness. 

‘*Hence I would persuade you to envisage the significance of recent de- 
velopments in medicine to be pointing not in the direction of public health, 
but in the direction of social medicine. And social medicine, I would have 
you appreciate, not only embraces preventive medicine and public health, 
but also provides a totally different gestalt for the new gnosis in medicine. 
We are rapidly moving far beyond the germ theory.’’ 


Breaking Patterns of Defeat. by Ricnarp L. Jenkins, M. D. 270 
pages. Cloth. Lippincott. Philadelphia. 1954. Price $6.75. 


The chief of psychiatric research for the Veterans Administration offers 
his philosophy and integrated view of dynamic psychiatry. He emphasizes 
social orientation in contrast to the classical Freudian approach. The 
Freudian-oriented reader would raise many questions. Yet, Dr. Jenkins 
attempts to reconcile psychiatric disciplines, by labeling differences ‘‘the 
limiting tendency of emotionally held convictions.’’ He feels schools of 
psychotherapy are tending toward the religious when views are held in- 
flexibly. 

His case presentations are clear and appropriate ; and his material is easy 
to read; but some would call his psychotherapy superficial. The uncon- 








BOOK REVIEWS 507 


scious is lost in the emphasis on social considerations. In this light, such 
problems as the schizoid personality are not adequately clarified. 


The final chapters are philosophic, with considerations of anthropology 
and historic, dynamie psychiatry. One feels that Dr. Jenkins avoids many 
classic truths, but has gained some pertinent and practical applications of 
his principles. 


The Mask of Sanity. Third edition. By Hervey Cieckiey, M.D, 596 
pages including index. Cloth. Mosby. St. Louis. 1955. Price $9.50. 


This volume is the second revision of Hervey Cleckley’s heroic attempt 
to identify and explain the principal variety of that enigmatie character we 
ordinarily call the psychopath. This third edition has grown to 596 pages 
from the 298 in the first edition and the 569 in the second. The reference 
list is enlarged; the discussion considerably amplified, Cleckley has en- 
deavored, he says, to make clearer in this new edition his concepts of the 
psychopath as ‘‘a biological organism outwardly intact, showing excellent 
peripheral function, but centrally deficient or disabled in such a way that 
abilities, excellent at the only levels where we can formally test them, can- 
not be utilized consistently for sane purposes or prevented from regularly 
working toward self-destructive and other seriously pathologic results.’’ He 
has brought his terminology into conformity with the new sweeping revision 
of psychiatric nomenclature. 


Cleckley has clarified his illustrative material in this edition, and his sur- 
vey of the literature is thorough and up to date. He gives very generous 
eredit to Ben Karpman: ‘‘It is doubtful if anyone else has done more to 
elucidate this psychopathologie picture and similar anti-social behavior dis- 
orders.’’ The author is not convinced that curative measures for psychop- 
athy have been found although he notes ‘‘a few encouraging reports.’’ He 
renews his plea for the finding of some means of legal control for the psy- 
chopath and of course for further scientific study. He suggests that even 
an elaborate hospital set-up would cost less than the psychopath costs society 
today, and believes that parole, probation and supervision arrangements 
could be devised to maintain ‘‘reasonably effective guidance’’ over the psy- 
chopath after hospitalization. 


The Mask of Sanity appears to be well on the way to becoming a psychi- 
atric classic. It is not only well-reasoned and well-presented but is ex- 
tremely readable—perhaps too readable. There is a possibility that even 
the serious student can be so well entertained as to fail to profit to the ut- 
most from the instruction. 
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Emotional Problems of Living. Revised and enlarged edition. By 0. 
SpurGeON Enoiisn, M. D., and Geratp H. J. Pearson, M. D. 592 
pages including index. Norton. New York. 1955. Price $5.95. 


English and Pearson have revised and enlarged their work on the neu- 
rotie life-pattern and its avoidance. In the past 10 years, the previous edi- 
tion of this text has become generally recognized as an authoritative and in- 
formative volume for general reading. It is well adapted also for refer- 
ence purposes, for teaching, and for desk use by the physician in general 
practice who is confronted with emotional illnesses. 

English and Pearson take up human problems from infancy to old age. 
The orientation and the discussion are psychoanalytic but there is no fanati- 
eal insistence on this or that article of faith. Like its predecessor, this re- 
vised volume can be of the greatest use to the educated parent who seeks 
understanding of his children, to the perplexed adult whose difficulties have 
not yet set into a rigid neurotic pattern, and to mental hygiene workers 
everywhere. There is a useful discussion of mental illness, including prac- 
tical advice on consulting a general physician or a mental specialist. There 
are excellent bibliographies attached to the separate chapters, covering 
topics which range from personality during the oral period to counseling 
and treatment, and providing a guide for further selective reading. This 
volume is not, of course, the answer to all personal problems; but it is most 
highly to be recommended for information and guidance in the wide range 
of problems from emotional disturbances of infancy to the broad field of 
mental hygiene. 


More French Cartoons. William Cole, editor. Paper. Dell. New York. 
1955. Price 25 cents. 


This is a very neat collection of satirical and psychologically-sophisticated 
cartoons which can be recommended to any worldly-wise reader. This 
qualification should be taken seriously; the reviewer does not recall ever 
having seen previously a cartoon representation of the Deity. It would be 
of considerable interest to know whether preoccupation with the two sub- 
jects of cannibalism and mermaids is characteristic of the editors or is com- 
mon to modern French cartoonists. 


1955 Medical Progress. Morris Fishbein, editor. 332 pages. Cloth. 
Blakiston-MeGraw-Hill. New York. 1955. Price $5.00. 


Fishbein edits a progress report of medical advances during 1954. The 
chapter on psychiatry is inadequate though well intended. It is regrettable 
that a good opportunity was wasted. 
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The Language of Science. By Turopore H. Savory. 184 pages includ- 
ing index. Cloth. Andre Deutsch, Ltd. London. 1953. Price 10s 6 d. 


The author of The Language of Science is a school teacher and arachnolo- 
gist whose present work is a short general introduction to the history of 
modern scientific language, its vocabulary, its manner of development and 
expansion, and the general principles for understanding and using it. 

Some excellent books on scientific writing have appeared recently, spe- 
cifically relating to the writing of medical and psychological reports. A 
general study is Eugene S. MeCartney’s splendid manual, Recurrent Mala- 
dies in Scholarly Writing. But these, including MeCartney’s work, are 
how-to-do-it and don’t-do-it volumes. None of them appears to meet Mr. 
Savory’s expressed aim, ‘‘a broad study of the language of science.’’ 

The author traces the development of scientific English from Geoffrey 
Chaucer, of all people. Chaucer appears to have founded English scientific 
vocabulary with a treatise on the astrolabe,a book written for ‘‘litel 
Lowis my sone.’’ Accretions of succeeding centuries are noted, down to 
today’s new language of the atomic scientists. Mr. Savory emphasizes the 
importance of some knowledge of Latin and Greek to the scientific writer 
and the reader of scientific literature—modern educationists to the contrary 
notwithstanding. He gives examples of specialized vocabularies from chem- 
istry to botany. He notes, but does not discuss at length, the problem of 
mutual incomprehensibility among the increasingly numerous scientific 
tongues of the specialists. This situation has been regarded with increas- 
ing apprehension in scientific circles of late, particularly in American scien- 
tific projects in which joint researches have been undertaken. A discussion 
by this author would be valuable. His book as it stands can be recommended 
enthusiastically and without reservation to the present or prospective stu- 
dent of any of the modern sciences. 


Soren Kierkegaard. By JoHannes Hon_enserc. 321 pages including 
index. Cloth. Pantheon. New York. 1954. Price $5.00. 


The author presents Kierkegaard as purely a product of psychologic and 
social stress, his philosophy developing in a fatalistic fashion. His paternal 
ties, sexual maladjustments and friendships occupy the forefront in this 
personality analysis. The conflict with Hegelian philosophy is well pre- 
sented. Kierkegaard’s profound influence on religious thought is well 
documented by references to contemporary literature. The gradual evolu- 
tion of the break with the church is presented as the sine qua non of his 
existence. The unconventionality and nonconformity of this intriguing 
character are well painted. One cannot but be impressed by the mundane 
origin of the ideas of a man who continues to be a very important influence 
on today’s philosophic trends. 
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Dearest Father. By Franz Karxa. 409 pages. Cloth. Noonday Press. 
New York. 1954. Price $5.00. 


For the Kafka devotee, this collection of miscellaneous works will be a 
vital addition to his library. Containing first drafts, and subsequent revi- 
sions of original drafts of later published stories, it provides an opportunity 
to study some of the transformations of Kafka’s ideas as they were slowly 
polished into form. Also included are many fragments of stories which 
were never quite worked into the finished state. Of particular interest not 
only to belles-lettres but also to those interested in the psychological corre- 
lates of Kafka’s relationship to his father is the ‘‘letter to his father,’’ 
published for the first time in its entirety. It gives a startling and reveal- 
ing glimpse of the personality and the life of the author. At times puzzling, 
at times tiresome, this collection is nonetheless, a fascinating literary ex- 
ploration. 


The Haunted Man. By Pamir Linpsay. 256 pages. Cloth. Philosoph- 
ical Library. New York. 1954. Price $4.25. 


This work is an overly-dramatic and flowery biography of Edgar Allan 
Poe, written in such a way that one begins to wonder just how much is 
Poe’s life, and how much is Mr. Lindsay’s supposition of what Poe’s life 
must have been. With a rather confused and self-contradictory psychology, 
the author attempts to analyze Poe’s actions and thus imply his thoughts 
and emotions. He frequently makes a statement about Poe which he later ap- 
parently feels is too strong, too bold, and so reduces it to ‘‘what every young 
man of the time’’ did and thought. The book is filled with such speculation 
as that ‘‘the affinity between these three brilliant minds [Coleridge, Poe, 
and De Quincey] was because the drug they took evoked similar dreams or 
they took drugs because their minds were so alike that they moved under a 
common impulse.’’ 


A provocative and fascinating subject for any biographer, Poe, one feels, 
comes out second-best in Mr. Lindsay’s speculative analysis. 


Clinical Psychiatry. For Practitioners and Students. By Ian Sxor- 
trowr, M. D. 383 pages. Cloth. MeGraw-Hill. New York. 1954. 
Price $8.75. 


In the review of this textbook in the April 1955 Psycmiarric QUARTERLY, 
the author’s name was given incorrectly. Through an error, Dr. Skottowe’s 
given name was misspelled ‘‘Fan.’’ Readers are requested to correct it to 
ae lan. ” 
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Truants from Life. By Bruno Berre.nem. 511 pages. Cloth. The 
Free Press. Glencoe, Ill. 1955. Price $6.00. 


In the second of a projected trilogy, of which Love Is Not Enough was 
the first book, the author gives an extensive description of four cases that 
were under residential treatment at Chicago University’s Orthogenie School 
for emotionally disturbed children. The ‘‘truants from life’’ are a boy 
suffering from ‘‘institutionalism,’’ a schizophrenic girl, a boy with ano- 
rexia, and a delinquent boy. The case studies are of considerable interest 
to psychologists, since detailed test results and evaluations are given in the 
book. Social workers, psychiatrists, teachers, and others charged with the 
eare of children will find material of equal interest to all in Dr. Bettelheim’s 
work. 

The expressions of the children themselves serve to sum up the principles 
vf treatment which so successfully contributed toward their rehabilitation : 
**Understanding and patience’’ did it for the first child, Paul. ‘‘I got my 
way and I wasn’t seared anymore,’’ said Mary, the schizophrenic girl who 
needed a permissive approach toward providing security for her. John, a 
boy with such a feeding disturbance that he once said, ‘‘ice cream is better 
than God,’’ reflected his appreciation of his therapist in one of his projec- 
tive tests thus: ‘‘He keeps clinging to his work and it is very satisfying. 
. . . All people need a doctor like you to help them.’’ The ultimate and 
poignant tribute came from Harry, chronic runaway from a rejecting home. 
He responded to a therapist who understood his needs for acceptance with 
the expressive, if common phrase, ‘‘I never knew you cared so much.’’ 

The permissive and accepting approaches toward treatment are among 
the many techniques that are described in fascinating detail. The book is 
earnestly recommended for anyone interested in understanding and helping 
children who are ‘‘truants from life.’’ 


The Book of Signs. By Ruvotrn Kocn. 104 pages. Dover. New York. 
1955. Price, paper, $1.00; cloth, $3.00. 


Four hundred ninety-three symbols used from ancient times through the 
Middle Ages have been redrawn and explained by an internationally-known 
German graphic arts authority and are presented in the present volume in 
the form of handsome woodeuts. This is an artistic and typographical 
achievement of considerable beauty and worth. Apparently intended pri- 
marily for the artist and the student, the interpretations are the more or- 
dinary conventional ones; dynamic interpretation is lacking ; and the wealth 
of sexual content is ignored. Any psychiatrist with a background to sup- 
ply these deficiencies should weleome this book for its beautiful and accurate 
reproduction of many of the symbols that are best known in the history of 
our culture. 
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Adrenal Cortex. Elaine P. Ralli, M. D., editor. 162 pages. Cloth. Macy 
Foundation. New York. 1954. Price $3.75. 


This book records the transactions of the fifth multiprofessional confer- 
ence held at Princeton, N. J., on November 4, 5 and 6, 1953, sponsored by 
the Josiah Macy, Jr. Foundation. 

Three subjects of biochemistry were discussed. Under the topic of ‘‘The 
Salt and Water Factor of the Adrenal Cortex,’’ the conclusions were 
brought out that the adrenal cortex has a high degree of activity in relation 
to the retention of sodium and the excretion of potassium, and that there is 
a substance in the adrenal cortex which has a bearing upon mineral me- 
tabolism. 

‘*The Metabolism of Adrenal Steroids,’’ about which there is much con- 
flicting and complex information, and ‘‘ ACTH—A Substance or a Mixture 
of Hormones’’ were the other two general subjects. It was suggested that 
if one uses ACTH to mean any substance in the pituitary gland that influ- 
ences the adrenal gland, then it is probable that ACTH contains more than 
one separate factor. 

This book discusses a highly technical subject and will be understood only 
by scientists in its field. 


The Mind Alive. By Harry and Bonaro Overstreet. 333 pages. Cloth. 
Norton. New York. 1954. Price $3.75. 


The Overstreets again combine their versatile talents to produce another 
book in the field of human relations. It is a kind of successor to their The 
Mature Mind, and reflects similar ideas on ‘‘how to keep our mental and 
emotional level high’’ and ‘‘how to live so that life has meaning.’’ 

Harry and Bonaro Overstreet have the faculty of re-stating complex theo- 
retical, and academic psychological views in language that is both singu- 
larly simple and clear, and has intelligent meaningfulness. The Mind Alive 
is not great psychological literature, but it is an important book in helping 
the reader appreciate human personality, and helping individuals accept 
themselves as they truly are and thus become more effective in living. It is 
sound and readable, and interprets well the impact of human-relations psy- 
chology on the lives of human beings. 


The Friendships and Follies of Oscar Wilde. By Lewis Broap. 297 
pages. Cloth. Crowell. New York. 1954. Price $5.00. 


This is one of the undistinguished and numerous biographies of Wilde, 
recounting the external events of the poet’s life without contributing any- 
thing to its elucidation. The title tells the story of lack of biographical 
achievement: if facts determined by psychology are but ‘‘follies,’’ there is 
no room for unconscious motivations. 
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Stuttering. A Psychodynamic Approach to Its Understanding and Treat- 
ment. By Dominick A. Barspara, M. D. xii and 304 pages. Cloth. 
Julian Press. New York. 1954. Price $5.00. 


The author of Stuttering: A Psychodynamic Approach to Its Under- 
standing and Treatment, is Dominick A. Barbara, M. D., a practising psy- 
choanalyst who was formerly with the New York State Department of Men- 
tal Hygiene. 'The book has grown out of two fundamental sources, aw 
cording to Dr. Barbara: First, he himself was a stutterer; and second, he 
has gained experience from working with other stutterers. In therapy, the 
author employs psychoanalytic formulations utilizing Karen Horney’s the- 
ory of neurosis, which lead Dr. Barbara to conelude: ‘‘ As the neurotic pro- 
cess, including that of stuttering, unfolds itself, the individual gradually 
learns to know himself in a more realistic sense by relinquishing many il- 
lusory notions he once built about his lofty structure. . . . In the final 
analysis, as the stutterer slowly finds himself in the process toward self- 
realization, so will hw tend to discard his neurosis and all that it implies— 
including that of stuttering.’’ 


This book is a truly psychodynamic approach, with speech recognized as 
a fundamental elemunt of the whole personality, and stuttering primarily 
due to the anxiety of the stutterer in attempting to adjust to other people. 
Treatment, then, involves treatment of the whole personality. Stuttering it- 
self is a problem involving both interpersonal and intrapsychic aspects of 
inner conflict. 


Hackenfeller’s Ape. By Briai Brorpny. 177 pages. Cloth. Random 
House. New York. 1953. Price $2.75. 


Hackenfeller’s Ape is described by its publishers as a satirical novel, 
which is close enough to the mark. It concerns a series of incidents involv- 
ing a zoo and rocket research and ranging from the plight of an ape who 
is not anxious to mate, to the soliloquy of an ape embryo. It is witty, sar- 
donie and, on the whole, good fun of a tongue-in-cheek variety. The scien- 
tific reader who does not take himself too seriously may enjoy it. 


Caricatures of 88 Pioneers in Psychoanalysis. By O1Ga SZEKELyY- 
Kovacs and Roserrt Bereny. Unpaged. Cloth. Basic Books. New 
York. 1954. Price $4.50. 


These are outdated caricatures of the participants of the VIII Interna- 
tional Psychoanalytic Congress in Salzbury in 1924. Some are brilliant, 
some worthless. Published at an outrageous price, the book is of interest to 
historians of the psychoanalytic movement. 
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Son of Oscar Wilde. By Vyvyan Hoiianp. 237 pages. Cloth. Dutton. 
New York. 1954. Price $3.75. 


Here is another fascinating, though rather shocking, facet of the Wilde 
story. It is fascinating, for the brilliant epigramist, and most exhaustive 
practitioner of hedonism, is ever a complex, puzzling and glittering per- 
sonality for study. And though his writings suffer recurrent cycles of re- 
jection and indignant protest (more from reaction to the ‘‘ Wilde sin’’ than 
to the actual writings), one can never permanently resist the appeal of the 
fluent and sparking repartée of the plays, or the charm of the poems in 
prose. But this volume is shocking because of the frightened, inhuman 
fashion in which Wilde’s relatives attempted to erase his name, even his 
very memory, from the minds of his two young sons. Written by Wilde’s 
younger son, this account relates how the children were swiftly sent to the 
Continent during the famous trials, forbidden even to speak of their father, 
coldly and rigidly guarded and watched lest they betray any evidence of 
succumbing to their father’s disease, and finally, separated from each other, 
their names changed, in a desperate attempt to abolish the Wilde influence 
completely. It is a strange and unsettling analysis of the effects of the 
stigma of homosexuality ; and an analysis which is not at all dated to judge 
from recent clamor in the London papers. As one writer has commented, 
‘the horrid core of the Wilde story is that Osear Wilde never did anything 
in his life as wicked as the things that were done ostensibly to shield his 
children from the consequences of exposure of his private affairs. 


The Admiral and the Empress. By Linco.n Lorenz. 194 pages in- 


eluding index. Cloth. Bookman Associates. New York. 1954. Price 
$3.50. 


The Admiral and the Empress is a study of the official, and to some extent 
personal, relations of John Paul Jones and Catherine the Great. It is a 
good job of reporting. That is, it covers adequately the bare facts of the 
unfortunate adventure which took the American naval hero to Russia to 
fight against the Turks and be swallowed by court intrigue. However, the 
characters of both Jones and the Empress are among the most fascinating 
in history. Whatever else he was, Jones had the marks of the paranoid 
personality. And it is kindly understatement to regard Catherine as a psy- 
chopath. In Lorenz’ book there is no hint of these characterological orien- 
tations or of anything beyond superficial motivation. It is even very dif- 
cult to read between the lines. One may hope that some day a qualified 
writer will make a character study in depth of these great personalities and 
their relations. 
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Growth and Culture. By Margaret Meap and Frances Cooke Mac- 
GREGOR. 223 pages with appendixes, index-glossary and 58 plates of 
380 pictures, selected from 4,000 photographs of Balinese children and 
their elders. Cloth, 8x1014 inches. Putnam. New York. 1951. Price 
$7.50. 


This book is a valuable anthropological, sociological and psychological 
document and a scientific tour de force besides. It was made possible in part 
by a grant from the Committee for Research in Dementia Precox, of the 
Thirty-third Degree Scottish Rite, Northern Masonic Jurisdiction. It is 
extraordinary because it is the result of a study not contemplated when the 
anthropological field work on the island of Bali, on which it is based, was 
conducted, and because it follows by some years the conclusion of that field 
work and the publication of the first extensive book about it, Balinese Char- 
acter by Gregory Bateson and Margaret Mead (1942). Using previously- 
taken photographs of Balinese infants and their families—instead of un- 
dertaking a new expedition to the field—Margaret Mead and Frances Mac- 
gregor present a series of group researches that are minute analyses ‘‘of 
the behavior of eight small children in a remote Indonesian village,’’ re- 
ported in the categories of Arnold Gesell and his co-workers. Dr. Mead 
notes . . . ‘‘the plates that follow may serve different uses for different 
readers. For me, and for all students of culture, they have served as one 
way of exploring a cultural patterning of the growth experience.’’ The 
book, of course, is of value to all research workers in the field of child de- 
velopment and to all workers with children, psychiatrists included. It also 
is a most suggestive model for various kinds of future anthropological, socio- 
logical and psychological research—provided such future studies can be 
based on as sound field work as that basic to the present one, two years 
spent in Bali in intensive study by Margaret Mead and Gregory Bateson. 


Current Therapy 1954. Latest Approved Methods of Treatment for the 
Practising Physician. Howard F. Conn, M. D., editor. 865 pages. 
Cloth. Saunders. Philadelphia. 1954. Price $11.00. 


These current volumes are always welcomed by the busy doetor who, 
after making his diagnosis, can check with the latest forms of treatment. 
Methods are described in a clear, concise, yet accurate, manner, unhampered 
by material not directly pertaining to the subject. Desired information is 
easily found by reference to the detailed index. 

The various parts of the book are written by nearly 200 well-qualified and 
recognized practitioners. 

The appendices describe new drugs briefly, give tables of metric and 
apothecaries’ systems and tables for making percentage solutions. 


JULY—1955-—L 
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The History and Conquest of Common Diseases. Walter R. Bett, ed- 
itor. 316 pages. Cloth. University of Oklahoma Press. Norman, 
Okla. 1954. Price $4.00. 


The doctor can treat the patient better if he knows the patient’s history. 
In a similar way the doctor can understand better the common diseases 
which he sees every day if he knows the historical background of these dis- 
eases. Perhaps, too, he can understand better the fears and superstitions 
which the patient has acquired regarding these diseases. 

The 18 distinguished persons who contributed their information to make 
this book must have spent a great deal of time collecting their material. The 
histories given are those of the acute, and the communicable, diseases, of in- 
fluenza, pneumonia, tuberculosis, rheumatism, heart disease, Bright’s dis- 
ease, gallstones, appendicitis, epilepsy and others. 

To the reader, many of the histories described read, in a sense, like de- 
tective stories. In addition to this fact of being good reading, this book is 
excellent as a reference. It should be welcome in any public library. 


Freedom from Fear. By Lester L. Coreman, M.D. 273 pages. Cloth. 
Hawthorn. New York. 1954. Price $3.95. 


This is a thoroughly repetitious and uninformative manual. The author, 
an eminent New York surgeon, cites one case of morbid fear after another 
out of his own experience. In each case, the fear is shown to have no basis, 
and nearly always it is ascribed to a single event, often a chance statement 
which is misconstrued. The point seems to be that every individual is fer- 
tile ground for life-long and unjustified fear. Dr. Coleman seems not to ree- 
ognize that there are differences between the character structures of indi- 
viduals who harbor ‘‘hidden fears’’ and those who resolve them. 

In addition he seems unaware of those prevalent fears which, although 
self-defeating and worthy of therapeutic attention, are very much oriented 
in reality. For the most part, he limits his concern to those fortunate indi- 
viduals whose fears find no justification in their life situations. Clearly 
this book provides no solutions; it ignores the kind of people that make up 
this world and displays particular naivété about fear and its treatment. 


The Paranoid Collection. And Other Poems. By Roperr WarRock. 60 
pages. Cloth. Exposition. New York. 1954. Price $2.50. 


The reviewer wonders if Warlock is a pseudonym or an apt coincidence. 
‘‘The Paranoid,’’ the poem from which the title is derived, is a piece of 
work of considerable insight, reaching a gradiosity of Jeremiac intensity. 
The other efforts are of uneven quality; there is some excellent versifica- 
tion and quite likely some real poetry. 
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The Spoor of Spooks. And Other Nonsense. By Bercen Evans. 296 
pages plus index. Cloth. Knopf. New York. 1954. Price $4.50. 


Bergen Evans is a college professor of English and the writer of a num- 
ber of scholarly volumes. He has a second vocation, which used to be de- 
seribed in the 1920’s and earlier as ‘‘debunking.’’ 

Like most debunkers, who are most useful servants of man and his en- 
lightenment, Dr. Evans sometimes goes too far. In The Natural History of 
Nonsense he rejected as nonsense a number of matters of established scien- 
tifie fact. In The Spoor of Spooks and Other Nonsense he wanders from 
the trail of superstition to conduct guerilla warfare against extrasensory 
perception and particularly against Dr. J. B. Rhine’s experiments at Duke 
University. Dr. Evans is not only a little more skeptical here than the evi- 
dence justifies but he notes: ‘‘Their claims are so contrary to the view of 
the world worked out with painstaking care by scientists of the past three 
hundred years that to accept them would mean rejecting almost everything 
upon which modern thought depends. If we must, of course, we must. 

.’’ But the Copernican theory meant rejection of the best scientific 
thought of the previous thousand years; Einstein’s relativity has meant 
change almost beyond recognition in the thought of the last 250. Dr. Evans 
may or may not be right about psi phenomena but his reasons for rejection 
are those of darkness, not light. It is a pity that a volume which might 
otherwise be enthusiastically recommended should stand flatly behind an 
antique method of reasoning which could mean an end to scientific progress. 


My Life in the Bush of Ghosts. By Amos Turvo.a. 174 pages. Cloth. 
Grove Press. New York. 1954. Price $3.50. 


The Reverend Doctor Geoffrey Parrinder, who writes the foreword to 
Amos Tutuola’s second ‘‘novel’’ says: ‘‘ Psychologists will find this book in- 
teresting, particularly those who follow the teaching of Jung on mythology 
and the archetypes of the unconscious. The morbid fascination of dirt, 
blood, snakes, insects, smell, ugliness, deformity, size and all that is gro- 
tesque is everywhere evident in the book.’’ This is an epic understatement. 
Whatever the author’s intent, and one may assume it to have been to write 
a ‘‘novel’’ as he understands a novel, the effect is that of a personally-con- 
ducted tour into the more bizarre and horrifying territories of schizo- 
phrenia. Dr. Parrinder says the book has been edited ‘‘to remove the gros- 
ser mistakes, clear up some ambiguities, and curtail some repetition,’’ but 
readers familiar with The Palm-Wine Drinkard will recognize Tutuola’s 
distinctive, if not private, version of the English language. Like his previ- 
ous ‘‘novel,’’ this book is werth the attention of everybody interested in and 
informed about psychopathology. 
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Apes, Angels and Victorians. By Wiu..iaM Irvine. 399 pages includ- 
ing index. Cloth. MeGraw-Hill. New York. 1955. Price $5.00. 


If one were to choose the ideal subject for a dull, pedantic and uninspired 
book it might be hard to find a better topic than the lives of Charles Darwin 
and Thomas Huxley, and their part in the scientific battle to establish the 
fact of organic evolution. William Irvine has taken this deadly subject 
and written an exciting informative, readable and apparently sound dis- 
course on it. Darwin, Huxley and their friends and opponents emerge as 
vivid personalities. Darwin, the plodding investigator, was the perfect pa- 
tient who married the perfect nurse, an observation which may be applied 
in connection with hypochondriasis as well as somatic disorders. Huxley 
was the keen, brilliant, reasoning scientist whose persona] life saw the cul- 
mination of a most romantic love story. 

Irvine brings out a point which may come as a shock to many of the mis- 
informed ; neither Darwin nor Huxley could properly be described as athe- 
ists or enemies of religion; Huxley describes himself as an agnostic, and 
the same term fits Darwin. This book is an illuminating and useful review 
of the period in which the modern biological sciences were born. A general 
view was obscured by the smoke of the battlefield when the events chronicled 
here were actually happening. Today’s view is all too likely to be that of 
action starkly seen, with little understanding of background, motivation, ob- 
jectives and results of the conflict. This book should be useful in correcting 
many erroneous impressions. And it can be recommended for entertain- 
ment, 


Come Away, Death. By Giapys Mircne... 320 pages. Paper. Pen- 
guin Books, Ltd. Hammondsworth, Middlesex. England. 1954. 
Price 50 cents. 


Gladys Mitchell writes rather peculiar mystery stories which are much 
better known in Great Britain than in this county. She is a student of 
Freud and of the classics, is interested in witcheraft, and, the evidence of 
the present book suggests, in Jung. 

Take a couple of crackpot archeologists, one of whom is obsessed with the 
re-enactment of the ancient mysteries—at Eleusis and elsewhere; a pair 
of somewhat difficult young women; some assorted young men; a middle- 
aged lady psychotherapist; and a very bloody homicide. Shake this up 
madly and sprinkle the results on the ruins of classic Greece and you have 
Come Away, Death, 

This reviewer is reminded of You Can’t Take It with You with murder- 
ous background musie. The book nevertheless is not without psychological 
insight, and it should rate high in entertainment value for anybody with a 
reasonably good classical background. 
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The Revolt of the Middle-Aged Man. By Epmunp Beroer, M. D. 
308 pages. Cloth. Wyn. New York. 1954. Price $3.95. 


Bergler writes for the general reader about a universal but little-dis- 
eussed problem. The revolt of the middle-aged man is traditionally pic- 
tured in literature and drama as the futile and silly attempt of a fool in 
his foolish forties to recapture his lost youth. But the middle-aged male 
rebel has not had his share of serious psychiatric discussion, although the 
involutional period in women has received plenty of attention. 

Bergler’s discussion is written for the general, not the professional, reader. 
**Middle age without conflict,’’ he says, ‘‘does not exist for man.’’ The re- 
bellion of middle age must, says the author, inevitably be fruitless and un- 
rewarding. He addresses much of his book to wives who do not understand 
the phenomenon and to ‘‘other women’’ who mistakenly think they do. 
Some day, he thinks, women may be prepared for male middle-age revolt, 
take it for granted and know how to handle it. This book is addressed, 
among other things, toward that hope. It is informative; it is splendid 
mental hygiene and it should help toward general human understanding. 

The author does not feel that the situation of middle age must be dreary 
without relief: ‘‘ Relative contentment and middle age are by no means mu- 
tually exclusive. Whining and rebellion, cynicism and over-drinking, lead 
nowhere. Suffering with dignity, adaptation to reality without blaming it 
all on the poor wife, making the best of life—short as it is—are difficult but 
not impossible.’’ 


Apparitions. By G. N. M. Tyrrett. 172 pages including index. Cloth. 
Pantheon. New York. 1953. Price $3.00. 


Tyrrell’s book, a discussion of the phenomena we usually call ghosts or 
apparitions, carries an explicit appeal for the scientific and educated world 
to investigate psi manifestations. The author, trained in the rigorous disci- 
pline of engineering, bases his discussion on records of supernormal phe- 
nomena in the files of the Society for Psychical Research. He advances the 
suggestion that ghosts, for example, are real and are telepathic phenomena 
produced by some event. He does not adduce them as evidences of survival 
after death. He is a forthright and explicit enemy of ‘‘ popular spiritual- 
ism,’’ and his book is a plea, not for uncritical belief, but for scientifie in- 
vestigation. 


The End of the Week. By Vinainia Coase. 249 pages. Cloth. Mae- 
millan. New York. 1953. Price $3.50. 


A routine novel about teachers describes them sympathetically but omits 
psychological motivation. 
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Sex in History. By G. Rarrray Tayior. 336 pages including index. 
Cloth. Thames and Hudson (Vanguard). New York. 1954. Price 
$5.00. 


It is a question whether this book is not mistitled. Starting with a dis- 
cussion of Eros and Thanatos, and ending with a discourse on ‘‘modern 
morality’’ and ‘‘the role of the dead,’’ Taylor’s work is rather a survey of 
the conflicting tides of what he calls matrism and patrism, than a discussion 
centered on sex. He does state: ‘‘Our sexual codes represent a strange 
hodge-podge of fragments from different periods in history: pre-Christian 
magic has mingled with Christian asceticism, Romantic idealism has min- 
gled with Rationalist ‘common sense’, to produce a strange and arbitrary 
amalgam.’’ The work is very extensively documented, with 260 references 
covering sources which range from Freud and Ernest Jones to Briffault 
and Westermarck. There are appendices covering the present state of Eng- 
lish law and the theories of matriarehy and patriarchy. The index is ex- 
cellent. 

The orientation of this volume is psychoanalytic. It reads very smoothly 
and it should find its place as a reference work along with Frazer’s Golden 
Bough. Sex in History is comprehensive coverage of a subject which, for 
religious and other reasons, seldom has anything like unified or extensive 
presentation. It contains a good many curiosa, This reviewer does not re- 


call before reading any frank statement about the homosexuality of King 
James I, although the histories hint at it. 


McCarthy and the Communists. By James Rorry and Mosne Decrer. 
163 pages including index. Beacon Press. Boston. 1954. Price, 
paper, $1.00; cloth, $2.00. 

This book is sponsored by the American Committee for Cultural Free- 
dom, with which this reviewer is not acquainted. It is represented as a 
piece of research undertaken as a public service. The authors and the spon- 
sors state plainly their own anti-Communist aims. Their inquiry purports 
to determine whether Senator Joseph McCarthy has been effective in fight- 
ing Communism and what other effects his actions have had. The 
authors note that McCarthy entered the anti-Communist fight late; they 
declare that he has ‘‘not uncovered a single Russian spy’’ and they note 
shifts in his voting record which appear ‘‘to have been dictated by cynical 
opportunism.’’ To the reader with no more than general information 
about the McCarthy controversy, this book gives the appearance of objec- 
tivity. For example, the authors condemn Senator Flanders’ ‘‘barely cam- 
ouflaged insinuations about the personal relations of McCarthy and Cohn 
and Schine.’’ Such attacks, they think, are harmful, not helpful, to the 
cause of those combatting Communism. This sort of reservation makes 
their general findings against MeCarthy the more impressive. 
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21 Stayed. By Virouis Pasizy. 248 pages. Cloth. Farrar, Straus & 
Cudahy. New York. 1955. Price $3.50. 


21 Stayed is a collection of something like psychiatric social workers’ 
case reports, written by a newspaper woman, about the backgrounds of the 
21 American prisoners of war who chose to remain with the Chinese Reds 
rather than return from Korea. She finds unfavorable social and familial 
backgrounds in the cases of the whole 21, who, she believed, would never 
return. It is rather interesting to note that her book had hardly come off 
the press before three of them did return. The backgrounds of these three, 
incidentally, appear no better than those of the men who have still stayed. 

Mrs. Pasley concludes her book with a brief but very illuminating chap- 
ter on the technique of brain-washing. The whole volume is, of course, of 
interest to everybody concerned with abnormalities of the mind. 


The Hydrogen Bomb. The Men, the Menace, the Mechanism. By James 
SHepLeY and Cray Buam, Jr. 244 pages including index. Cloth. 
McKay. New York. 1954. Price $3.00. 


The authors of The Hydrogen Bomb are news writers who have engaged 
in extensive research; and as far as the uninformed general reader can de- 
termine, they have produced a reasonably objective report of the develop- 
ment of the world’s most terrifying scientific achievement and of the per- 
sonalities involved in it. With such personalities, with the involvement of 
extreme loyalties and extreme dislikes, and with the official secrecy blanket- 
ing much of the affair, real objectivity is, of course, not to be expected. 
This book, however, should serve scientists in other fields as an introduc- 
tion and guide, through the surrounding controversy, to the work itself. 
The authors have not attempted anything like a psychological analysis, but 
there are clear and illuminating views of the personalities involved. 


A Budget of Paradoxes. By Avausrus De Morgan. 387 pages inelud- 
ing index. Dover. New York. 1954. Price $4.95. 


Augustus De Morgan was a famous mathematician of the last century. 
This book, two volumes bound as one, contains his numerous refutations of 
persons who have (sometimes unintentionally) attacked the ‘‘mathematical 
method’’ which is the foundation of modern science. The attackers range 
from would-be squarers of the circle and trisecters of the angle to the re- 
ligious ‘‘mathematics’’ which concerns itself with ‘‘the number of the 
Beast.’’ Today, when science is again facing attacks from emotional and 
otherwise irrational sources, this volume is a valuable reference work for 
many of the earlier assaults which modern science had to repel. 
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The Mad Reader. Humor in a Jugular Vein. By Harvey Kurtzman. 
Drawings by Jack Davis, Bill Elder, and Wallace Wood. 183 pages. 
Paper. Ballantine Books, Inc. New York. 1954. Price 35 cents. 

Mad Strikes Back. More Humor ina Jugular Vein. By Harvey Kurtz- 
MAN. Drawings by Jack Davis, Bill Elder, and Wallace Wood. 183 
pages. Paper. Ballantine Books, Inc. New York. 1955. Price 35 
cents. 

Mad is a ‘‘comic’’ book ostensibly designed hopefully to end all comic 
books. It is the broadest lampoon to appear in the magazine trade since 
Ballyhoo in the 1920’s. According to Roger Price, who writes a foreword 
to The Mad Reader, ‘‘1t’s the first successful humor magazine to be started 
in this eountry since The New Yorker,’’ a verdict which may depend on 
one’s definition of humor, and is, anyhow, a painful reflection on the pres- 
ent status of American culture. Price adds that ‘‘all of us are constantly 
being bombarded by tiny particles of misplaced schizophrenia (Sk-235), and 
nowhere is this type of radioactivity more plentiful than in the Entertain- 
ment Comies Factory |where Mad is produced.]’’ 

These two paperbacks of selected reprints from the parent magazine will 
appeal to persons who prefer humor of cosmic breadth to humor of the 
probe point. Mad’s editors have no use for the rapier, or even the sledge- 
hammer or the mace; they accomplish demolition with mighty swings of a 
wrecker’s ‘‘headache ball.’’ Effectiveness is another matter. Both these 
books can be recommended to skeptical and literate adults as introductions 
to the favorite entertainment field of so many of our adolescents and their 
immature elders. For the professional, the psychiatric implications of mod- 
ern ‘‘eomic’’ literature (yes, schizophrenic among other symptoms) are 
high-lighted brilliantly here; any student of the social sciences could profit 
by a look at these books. For the general comie book purchaser, however, 
it may be wondered if these serve the purpose of mental hygiene, by inspir- 
ing raucous laughter at the whole comie book business, which is a purpose 
the editors may intend. It is a question if the modern psychopathological 
‘*eomic’’ can be lampooned ; the thing itself is wilder than all but the wild- 
est imagination; the lampoon can go no further in lampooning than the 
original can go without any such intent. One suspects that there are buyers 
of Mad and buyers of these Mad collections who read them in all seriousness 
—besides others who rate them as ‘‘funny’’ but without appreciation that 
what they ridicule is both monstrous and silly. 


Life and Death of a Tough Guy. By BenJamin Appe.. 191 pages. Pa- 
per. Avon. New York. 1955. Price 35 cents. 
The story of a prohibition killer is presented here, without the slightest 
attempt at explaining the psychology of the killer. To call the characteri- 
zation naive is an understatement. 
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Hormones, Health and Happiness. (lands and Personality. By War- 
REN Henry Orr, M. D. 307 pages. Cloth. Macmillan. New York. 
1954. Price $4.50. 


From reading this book a person with limited information might assume 
that health and happiness depends upon the hormones. This is, of course, 
not true and the author surely did not intend to imply it; but his enthusi- 
asm makes things seem that way. 

Orr follows the effects of glandular deficiency from birth to old age, 
shows how it affects marriage and marital problems and how it upsets per- 
sonality and behavior. He then deseribes the physiology of each endocrine 
gland and the symptoms produced by the overactivity or the underactivity. 
of the gland. 


The appendix contains a very good glossary and, finally, information on 
growth and development which will be of value to mothers. The author 
bases his ideas on 27 years of medical experience. Despite possible over- 
enthusiasm he does a fine job of telling the layman what he should know 
about the endocrine glands. He explains the facts in simple, nontechnical 


language and briefly relates many case histories to illustrate his text. 


Fear Strikes Out. The Jim Piersall Story. By Jim Prersavi and AL 
HirsuperG. 217 pages. Cloth. Atlantic-Little, Brown. Boston. 1955. 
Price $3.50. 


This is the story of a big-league ball player who suffered a mental col- 
lapse, but now appears to have recovered completely and to be living a 
more normal life than ever before. The author tells the story of the years 
leading up to his illness, and tells of his psychosis and recovery, in simple 
and sincere language. His aim in doing so is that of the mental hygiene 
movement in general—to make people understand that there need be no 
stigma attached to those who have been mentally ill, that what is needed 
is understanding. Not only is this book of value as a patient’s version of 
a case history, but it is of importance to the general public, which knows 
its baseball well, but knows little or nothing of mental diseases. 


Beast in View. By Marcarer Muar. 249 pages. Cloth. Random 
House. New York. 1955. Price $3.50. 


One of our best known mystery writers conducts a tour from one blood- 
eurdling horror to the next. She gives, as is to be expected, an accurate 
portrayal of a psychosis (in this case schizophrenia), but the book as a 
whole does not compare favorably to her previous brilliant mystery novels. 
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Trial of John Thomas Straffen. Letitia Fairfield and Erie P. Full- 
brook, editors. 299 pages. Cloth. British Book Centre. New York. 
1954. Price $3.25. 

John Thomas Straffen murdered three little girls. If there was a sexual 
element in these crimes, it was never established to anybody’s satisfaction. 
Straffen was a mental defective. He seems to have done his killing with 
the sole purpose—conscious motivation, at least—of annoying the police. 
(One doesn’t like the police; it bothers the police when someone is killed; 
therefore, one kills people to bother the police.) Straffen had been com- 
mitted to Broadmoor at one time, but security regulations were of a rather 
casual nature. He escaped to commit the last of his crimes. 

The account of Straffen’s trial is of particular interest in relation to the 
question of legal responsibility and to the much-discussed current pro- 
posals for limited responsibility in certain cases. ‘‘Diminished responsi- 
bility’’ has been recognized in Seotland over the last 80 years. It is not, 
however, recognized in England where Straffen was tried. It is interesting 
that the low-grade defective was condemned to death and that the sentence 
was blocked only by a reprieve. 


The Ninety and Nine. By Imre Kovacs. 343 pages. Cloth. Funk & 
Wagnalls. New York. 1955. Price $3.75. 


A well-written, interesting novel describes postwar communism in Hun- 
gary, and the persecution of religious orders by the regime. Though some 
of the techniques in the narrative are too reminiscent of Koestler, the novel 
contains one dramatic and ironic situation which is memorable: The ‘‘No. 2 
Communist’’ who, as secretary of the interior, instigated both the persecution 
of the religious orders and strict adherence to barbaric police methods, finds 
himself in the same cell (in the meantime, the party has decided to liqui- 
date him) with a Jesuit priest. There is a series of ‘‘conversations’’ of the 
two doomed men concerning religion, wherein the priest’s solid faith holds 
up better than the Communist’s phrases. 


Should the Patient Know the Truth? Samuel Standard and Helmuth 
Nathan, editors. 158 pages. Cloth. Springer. New York. 1955. 
Price $3.00. 


This is a smal! book on an important topic, so badly organized and edited 
that it loses all meaning. Neither the publisher, nor the editors, insisted 
on a synthesis of the diversified 23 short essays, written by physicians, 
nurses, clergymen, lawyers. Nor were their answers submitted for com- 
ment to contributors holding opposite views. The result is a confusing 
array of personal opinions, full of contradictions, by far surpassing the 
controversial issue. A good book could have been made out of the topic; 
unfortunately, the book as published is the opposite. 
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The Time of the Fire. By Marc Branpe.. 240 pages. Cloth. Random 
House. New York. 1954. Price $3.00. 


This novel is a stereotyped story by a once promising writer who, a dec- 
ade ago, published a delightfully witty and delightfully confused book, 
Rain Before Seven. This time, he tackles, in a dull manner, the identical 
thesis Charles Jackson unsuccessfully attempted in The Outer Edges, the 
psychology of kibitzers of, and onlookers at, murder. The incidents fol- 
low standardized patterns, taken from books on mass psychology. Where 
the writer’s imagination enters, absurdity results: In a small town, three 
dismembered bodies of young women are discovered ; an impotent man be- 
comes suspected because a hysterical girl throws herself at him by disrob- 
ing, and flees, horrified, when the ‘‘raper’’ falls to his knees, erying ‘‘I 
ean’t.’’ The girl’s flight, with torn blouse, is taken as evidence; a lynching 
follows; the innocent man is burned to death, while the schizophrenic mur- 
derer (not recognized by the author as such) is still unsuspected. This 
involuntary parody of psychopathology is presented in a dull, cold, de- 
tached manner that is painful to observe in a writer of past potentialities. 


My Name Is Celia. By Rayne Kruger. 245 pages. Cloth. Macmillan. 
New York. 1954. Price $3.50. 

A South African writer produces a truly disagreeable novel, dealing with a 
middle-aged British woman, visiting Berlin after the war in search of a 
treasure, supposed to be hidden in her uncle’s garden. She finds, not the 
treasure, but a gangster-lover. The reasons for this ‘‘degradation’’ (quote 
from the dust cover) are unclarified. The author’s naiveté and ‘‘style’’ are 
illustrated by the following: ‘‘There were times when coming across a truly 
feminine woman—she carried about a mental portrait for days; there were 
other times when she modelled herself on a different idea . . . a descendant 
from the Nightingale whose song was devotion to a calling and equality with 
men, but in the gloom and doubt of last night neither type joined in battle 
for the soul, but a third . . . a slut.’’ 

That identifications have genetic reasons and ought to be explained is ob- 
viously unknown to the author. 


Not for Love. By Spencer WuEpon. 279 pages. Cloth. Crown. New 
York. 1954. Price $3.50. 


Not for Love is a first novel about a man who follows an immoral and ego- 
centric path toward wealth and power. The book is slow-moving and poorly 
written. There is no redeeming warmth in the characters. The author 
parades erudition and insistently reaches for pretentious but inappropri- 
ate metaphors. All his characters perceive the world from the same pom- 
pous vantage point. 
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The Human Person. An Approach to an Integral Theory of Personality. 
By Macpa B. Arnoip and Joun A. Gasson, 8. J. 574 pages. Cloth. 
Ronald Press. New York. 1954. Price $5.75. 


This book is made up of a collection of papers contributed by 10 authors 
at a ‘‘Workshop in Personality’’ at Barat College in June 1951. The au- 
thor-editors in the preface give the purpose as follows: ‘‘In this volume a 
group of Catholic psychologists have attempted to formulate an integrated 
theory of personality based on a Christian conception of human nature.’’ 

If one remembers that this is intended to be a doctrinaire book, one finds 
its argument well put from a ‘‘rationalistic’’ point of view. Scientific evi- 
dence that might conflict with the rationale is, however, dismissed early in 
the text by arguing that scientific agnosticism is indefensible in psychology 
which deals with man and his origins and purpose. The reviewer feels 
that there are a great many well-formulated ideas worthy of discussion in 
this volume, but cannot help wishing that a more eclectic approach had 
been taken. Although the text is intended for a first course in personality, 
it would seem that it would, in general, be more suited to those who have 
had some background in the field. 


The Exteriorization of the Mental Body. A Scientific Interpretation of 
the Out-of-the-Body Experience Known as Pneumakinesis. By JAMES 
Baker, Jr. 32 pages. Paper. The William-Frederick Press. New 
York. 1954. Price $1.50. 


James Baker’s The Exteriorization of the Mental Body is a metaphysical, 
theoretical interpretation of pneumakinesis, the conscious projection of the 
astral body. The author is concerned with normal and abnormal behavior 
in terms of their inner and basic mechanies; and he insists that one cannot 
successfully understand the metaphysical processes of behavior unless he 
acknowledges the reality—or at least the hypothetical possibility—of a 
transcendental organism which may be denominated as the pneuma or the 
mental body. ‘‘Even the substance of our dream is,’’ according to Baker, 
‘very definitely a form of matter.’’ There is much that is thought-provok- 
ing and worth scientific attention by psychologists and psychiatrists in this 
monograph. 


The Scrap Basket. By Susan Lawrence Ouiver. 80 pages. Cloth. 
Bruce Humphries, Inc. Boston. 1954. Price $2.50. 


In this book the author of Reminiscences of a Bostonian continues to re- 
late her interesting experiences. She writes pleasantly and humorously. 
Experiences at an early mental institution are interesting. Those who know 
Miss Oliver and those who lived in Boston and Mattapoisett years ago will 
enjoy the book. 
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How to Help Older People. A Guide for You and Your Family. By 
Juuierra K. Artuur. 500 pages. Cloth. Lippincott. Philadelphia. 
1954. Price $4.95. 

Old age is most assuredly not a disease, according to Julietta K. Arthur, 
author of How to Help Older People, a genuinely useful book which meets an 
urgent need both in geriatrics and gerontology. The contents of this sound 
volume are broad, yet direct ; the material is comprehensive, yet highly read- 
able; and the scope is inclusive, yet suggestive and provocative. Miss Ar- 
thur answers many questions, including what is normal for old age, whether 
old folks should work, what to do with the mentally ill among the aged, the 
matter of special homes for the aged, and the problems of illness and in- 
firmity. Also, in appendices the author adds good data related to useful 
sources of information for special problems: relationships with the old, dis- 
ease in old age, financing old age, work in old age, hospital and nursing 
care, and mental illness in its various forms. 

How to Help Older People provides wholesome information for young 
people caught up in family situations involving the older generations within 
a household. Miss Arthur writes with sympathetic understanding on lone- 
liness in old age, worry about illness or shelter, anxiety, and unhappiness 
due to the infringements of one generation on the life of another. She does 
not give categorical answers; she discusses, and explains, and analyzes—in- 
telligently. The psychological, the physical, and the mental aspects of old 
age are commented on with insight and accuracy, and with factual substan- 
tiation. Thus this book is not only practical in nature, it is an understand- 
able and realistic interpretation of the problems of the aged through the 
use of conerete examples, coupled with an outstanding directory of services 
available to assist people of all ages in benefiting the aged among them. In 
straightforward, everyday terms, Miss Arthur discusses factual solutions 
to every sort of problem which old age presents. How to Help Older 
People is recommended highly for its intelligent approach to the gestaltist 
problem of living with older people. 


The Explorers. By ©. M. Korneiurn. 145 pages. Paper. Ballantine 
Books. New York. 1954. Price 35 cents. 


A good deal of science fiction is the western in a new setting. Some of 
it is three-dimensional man and his life, projected into a problematic fu- 
ture. Kornbluth is a master writer of tales of this latter type. The pres- 
ent collection ranges from a modern version of a very ancient superstition 
to fiction of modern business adventure on a galactic scale. 

The scientist will be particularly interested in the first tale of this book, 
a very well-done story about the problem of whether man should face the 
future without restraint or apply the brakes to his knowledge for his own 


good. 
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The Story of Medicine. By Arruur L. Murrny, M.D.,C.M. 243 pages. 
Cloth. Bouregy & Curl. New York. 1954. Price $3.00. 


The Story of Medicine is aptly titled. It is a story rather than a history, 
even an informal one. Dr. Murphy depicts, from the surgeon’s point of 
view, the erection of today’s impressive but still unfinished temple of medi- 
cine. This somewhat fanciful metaphor permits a highly individual inter- 
pretation of the facts of medical history and a highly individual appraisal 
of the people who made it. There would not be universal agreement 
on the relative importance of his characters, and his story of very early 
medicine includes some matters which are probably not generally accepted. 


The story of the development of surgery is splendidly told. One can al- 
most see Dr. Murphy’s fingers fairly itching to drop his pen and grab his 
sealpel. In this preoccupation, psychiatry and its tremendously important 
role from prehistoric times is almost totally neglected. Dr. Murphy notes 
that Pinel struck off his patients’ chains but did not know who to cure 
them. Benjamin Rush, he says: ‘‘wrote on insanity.’’ He mentions 8. 
Weir Mitchell only as a neurologist, and recites, as achievements of psychi- 
atry, only Wagner-Jauregg’s malaria therapy for general paresis and 
Sakel’s insulin shock. Concerning psychosomatic medicine, there appears 
to be nothing at all. It is a pity that, because of this imbalance, a book 
which is very readable and should be inspirational, cannot be recommended 
to the youthful student or the general reader without considerable quali- 
fication. 


Psychology of Learning and Teaching. By Harotp W. Bernarp. 436 
pages. Cloth. MeGraw-Hill. New York. 1954. Price $5.00. 


Concerned primarily with the development of sound teaching practices, 
Dr, Bernard has written a lucid, well-organized and comprehensive treat- 
ment of the fundamental principles of educational psychology. The im- 
portant concepts of learning, intelligence, the emotions, and personality de- 
velopment are simply and briefly stated, with careful avoidance of contro- 
versy, and with eclectic choice. The role of the teacher, of the learner, and 
of conditions which best facilitate education are explicated with sound psy- 
chological ‘‘sense.’’ Always, the emphasis is upon the application of psy- 
chological principles in the concrete situation, with systematic, theoretical 
viewpoints largely omitted. Consequently, there is a minimum of the con- 
fusing theoretical entanglement, which so often ensnares the non-profession- 
ally-oriented student. Such treatment may dismay the academic psycholo- 
gist, but it should be gratefully received by the student of education. As a 
simple pragmatic guide to the ‘‘how’s’’ of successful teaching, this volume 
is a welcome addition to the steadily increasing library of educational texts. 
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The Trouble with Cops. By A.serr Devursen. 233 pages. Cloth. Crown 
New York. 1955. Price $3.00. 


A erusading reporter, Albert Deutsch, devotes a large part of his book 
to seandals, corruption and inefficiency in American police forces. He does 
not fail to credit honest policing, but of course there is much less of sensa- 
tional interest in describing efficiency, honesty and devotion to duty. The 
author acknowledges that in a country such as England the crime literature 
reflects the positive attitude of the publie toward the English police officer, 
who is highly respected on both sides of the law. His own approach, per- 
haps necessary and accurate, falls into line largely with the more destruc- 
tive emphasis of some American reporting on deviant police practices, which 
arouse the disrespect of criminal and public elements alike. 

Many constructive suggestions, however, are made by the author for 
righting police malpractice. Psychiatrie screening of police applicants, 
higher pay, and merit systems of promotion are among the recommendations 
made. Of interest to psychiatrists and psychologists are the suggestions for 
psychiatric examination of police officers. ‘‘Far too many emotionally 
warped brutes are finding shields for their sadistic tendencies in police uni- 
forms.’’ A young physician riding ambulance tells how ‘‘I often was hor- 
rified by the brutal, senseless beatings of derelicts and drunks by police- 
men.’’ 

Of interest to psychologists is the chapter devoted to the police use of lie 
detection methods. Social workers, criminologists and peace officers will 
find appropriate coverage of constructive police work with children as one 
of the most effective means of crime prevention. 

Finally, the author explores the training facilities for policemen and finds 
that training in human relations for the young ‘‘cop’’ is as important as 
criminology. His conclusions that police conditions are not so corrupt and 
inefficient as they used to be years ago appear inconsistent with his opening 
observations, but less sensational and certainly more hopeful for society. 


So Wicked My Love. By Bruno Fiscuer. 174 pages. Paper. Faweett. 
New York. 1954. Price 25 cents. 


This book is a tedious string of loosely connected and unimaginative epi- 
sodes. The writer seems to have emphasized action at the expense of all 
else, and has made few attempts to delve into motivations or to elaborate 
situations. As a result, the characters are sketchy and one-dimensional. 
The events are unrealistic, centering around a beautiful woman who is sup- 
posed to have become self-seeking and immoral as a result of gross parental 
rejection, and an intrepid and honest hero, who feels nothing for her but 
compassion—except during a few unguarded moments. The combination 
of events and characters is one scarcely to be remembered. 
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American Literature in Parody. R&. P. Falk, editor. 279 pages. Cloth, 
Twayne. New York. 1955. Price $3.75. 


Parody, like book reviewing from the psychological point of view, may 
be one of the lesser forms of literary criticism. R. P. Falk has collected 
here some of the finest specimens in the whole history of American litera- 
ture. Some are amazingly penetrating. 

‘*Requiem for a Noun or Intruder in the Dust,’’ subtitled ‘‘What Can 
Come of Trying to Read William Faulkner While Minding a Child, or Vice 
Versa’’ by Peter de Vries is as devastating a dissection as any psycholo- 
gist-surgeon could accomplish. R. G. White and E. B. White reduce Whit- 
man to his ultimate absurdities. The reader has not enjoyed Longfellow 
to the full who has not read George A. Strong’s ‘‘ What Hiawatha Probably 
Did.’’ Authors ineluded in this collection are Steddard King, Mark Twain, 
James Thurber, George Ade, John Kendrick Bangs, Max Beerbohm, James 
Russel! Lowell, Donald Ogden Stewart, Edgar Allan Poe, Bret Harte, Wol- 
cott Gibbs and Sinclair Lewis. Some of these parodists are parodied in 
their turn. Like so many other collections, this would be a nice waiting- 
room volume; and the psychiatrist or psychologist should enjoy it himself. 


Anthropology. by J. Mancuir Wuire. viii and 191 pages. Cloth, 
Philosophical Library. New York. 1955. Price $2.75. 


White writes a very compact introduction to a social science whose in- 
creasing signifieance and close relationship to psychiatry are being more 
and more appreciated. The writing is good, the author’s judgment excel- 
lent; he is almost prophetic about the Piltdown Man fraud, which was dis- 
closed while the book was in press and is covered by a footnote. The book 
covers the specialties of physical, cultural, social and applied anthropology 
and is a model of brevity, clarity and authoritative statement without dog- 
matism. It is fine orientation for workers in the other sciences of mankind 
and, as such, deserves attention from students of psychiatry. There are a 
number of short but well-selected bibliographies; and the volume is thus 
suitable for home, school or office reference. There appears to be an unfor- 
tunate editorial error on page 64 (‘‘ Alpine’’ for ‘‘ Armenoid’’) which—con- 
sidering that the volume is elementary—the publishers would do well to 
correct with a printed erratum slip. 


Marriage and Society. By E. 0. James. 204 pages. Cloth. John de 
Graaf, Inc. New York. 1955. Price $3.75. 


The author, professor of the history and philosophy of religion at the 
University of London, defends marriage and monogamy on theological 
grounds. He also gives an interesting sketch of the history of marriage in 
different societies. 
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Science and Its Background. Second edition. By H. D. Anruony. 337 
pages including index. Cloth. St. Martin’s Press. New York. 1954. 
Price $2.25. 


Dr. Anthony attempts the ambitious project of sketching world history 
briefly against the background, not of wars and rulers, but of scientifie and 
technological achievement. In a work so brief, he is necessarily authorita- 
tive about numerous matters where less assurance would be more appropri- 
ate; and he cites as fact at least a few points which are not now generally 
accepted. From the point of view of the general reader, this book suffers 
from being Anglo-centric; one might easily get the impression that world 
scientific progress is located in Great Britain with occasional contributions 
from the continental fringes. American science and technology are treated 
inadequately. Somewhat less than ideal as it is, this book nevertheless is, 
in default of a better, well-adapted to its general function of portraying, for 
the student or casual reader, the vast historic background from which to- 
day’s great individual sciences are derived. 


A Treasury of Railroad Folklore. B. A. Botkin and Alvin F. Harlow, 
editors. 530 pages including index. Cloth. Crown. New York. 1953. 
Price $4.00. 


The familiar folk heroes who have occupied the vacant seats of the gods 
of Olympus for 1,500 years appear in this collection of railroad folklore 
with changed names and incidents. There are the re-costumed and re- 
christened giants of frontier days; there is the inevitable collection of tales 
of the little man—physically or economically—getting the better of the big 
man. There are stories such as that of Casey Jones. The song collection 
includes ‘‘Drill, Ye Tarriers, Drill,’’ ‘‘The Wreck of the Old 97,’’ and of 
course the inevitable ballad of Casey Jones. The whole book is, naturally, 
splendid Americana source material. 


Useful and Instructive Poetry. By Lewis Carroii.. 45 pages. Cloth. 
Macmillan. New York. 1954. Price $2.50. 


When he was 13, the boy who became that strange dual personality, 
Charles Lutwidge Dodgson-Lewis Carroll, wrote and illustrated this book 
of verse for his younger brother and sister. 

The manuscript volume was made available for reproduction by the au- 
thor’s niece. In it the reader will find a brilliant mind, wandering from 
the conventional track toward the tortuous trail which ended in Wonder- 
land. The collection includes nonsense verse and essays parodying stories 
with morals for the young. Besides all lovers of the Alice books, everybody 
interested in the undoubted pathology therein should enjoy this small vol- 
ume. 


JULY—1955—™M 
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Earthman, Come Home. By James Buisu. 239 pages. Cloth. Putnam. 
New York. 1955. Price $3.50. 


This volume has been described as the science-fiction portrayal of the con- 
flict in a far corner of the galaxy between freedom and totalitarianism. If 
it were such, it might, indeed, be of a great deal of sociologic and psycho- 
logic interest. It is, however, chiefly action without psychology or adequate 
motivation. The world it pictures answers better to the description of sci- 
ence fantasy than science fiction; the emphasis should be on the fantasy— 
which is of the extreme variety. Those interested in sociology and world 
polities will find nothing in it. 


The Demon of Noon. By Gorpon Merrick. 276 pages. Cloth. Messner. 
New York. 1954. Price $3.95. 


This novel is excellent from many standpoints. The writer deftly pur- 
sues the lives of his three main characters, with the focus on psychology, 
highly complex in each case, yet remarkably consistent. The plot turns on 
the individual’s struggle for freedom, with the thesis that, in this struggle, 
one must use society rather than renounce it. Man’s life is most barren 
when he refuses to recognize his necessary bonds, 

Gordon Merrick’s narrative writing is uneven in spots but it is adequate. 
Commonplace events gain dramatic force because of their cruciality in the 
growth of the characters, 


Riders to the Stars. By Curr Siopmak. 166 pages. Paper. Ballantine 
Books. New York. 1953. Price 35 cents. 


This novel was made from a motion picture, which is the reverse of the 
usual procedure and which guarantees that it is full of action. Oddly 
enough, it is also full of reasonably sound, if superficial, discussion of the 
motivations which drive men toward their own destruction. This is no mas- 
terpiece, either of literature or of adventure, but it can be recommended 
for light reading by anybody who prefers to have his science fiction mixed 
with a little thought. 


The Alleys of Marrakesh. By Prerer Mayne. 247 pages. Cloth. At- 
lantie-Little, Brown. Boston. 1953. Price $3.75. 


Peter Mayne’s type of travel story was more popular several decades ago 
than it is now. It is the report by a sympathetic and sensitive writer of the 
journey of a modern man of western civilization into an entirely different 
society. Mayne went native among the Muslims of Marrakesh and loved it 
and them. The sociologist or the person who merely likes to read about far 
countries should enjoy his account. 
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Dictionary of Last Words. Compiled by Edward S. Le Comte. 267 
pages including index. Cloth. Philosophical Library. New York. 
1955. Price $5.00. 


The author states that this dictionary is by far the largest of its type, 
and it is the first published in this country since 1901. Le Comte has at- 
tempted to record actual ‘‘last words’’ where they were known and to re- 
port the last words that have been set down where actual circumstances of 
death were unwitnessed. These include, for instance, suicide notes from 
such persons as General Rommel, Virginia Woolf and Stefan Zweig. There 
are also numerous statements by persons about to be exeeuted—as Algernon 
Sydney’s famous reply to the headsman’s question, ‘‘ Will you rise again?’’ 
‘*Not,’’ said Sydney, ‘‘till the general resurrection—strike on!’’ 

Material of this sort is always of great clinical interest. It is not, of 
course, readily subject to duplication for experimental purposes; the physi- 
cal and mental circumstances of its production are abnormal; and each quo- 
tation presented here must be judged in the light of individual personality 
and individual cireumstances. And one, of course, is permitted reasonable 
doubts of strict authenticity in spite of every effort at verification. 

Any student of personality will find this volume interesting and to some 
extent useful. 


A Treasury of Irish Folklore. Padraic Colum, editor. 620 pages inelud- 
ing index. Cloth. Crown. New York. 1954. Price $5.00. 


The Irish have been among the most zealous of people in preserving their 
folklore. Padraic Colum presents an excellent selection here, covering tales 
from the ancient Celtic mythology to (believe it or not) such musical notes 
from the North as ‘‘The Battle of the Boyne’’ and ‘‘The Ould Orange 
Flute.’’ The editor has been more than liberal in his definition of folklore, 
ineluding bits which certainly belong to modern literature, and a good many 
notes on history. There is, for instance, a four-and-a-half-page excerpt from 
Sir Charles Petrie’s study, The Irish Brigade at Fontenoy. The reviewer 
ean only say that this adds considerably to the variety and readability of 
the book, if not to its store of actual folk material. The volume is a very 
worthy addition to the treasury of folklore series, of which B. A. Botkin’s 
A Treasury of American Folklore is probably the best known. 


Tell Her It’s Murder. By Heten Reusy. 242 pages. Cloth. Random 
House. New York. 1954. Price $2.75. 


Helen Reilly’s mystery stories can generally be relied upon for smooth 
writing and plausible psychology. Tell Her It’s Murder concerns the in- 
vestigation of what appears to be a hit-and-run drunk-driving case. It is 
readable and up to the author’s generally high standards, but not other- 
wise remarkable. 
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Trial by Television. By Mica. Srraiant. 282 pages including index. 
Cloth. Beacon Press. Boston. 1954. Price $3.50. 


This is a review of the high point in the anti-Communist career of Sena- 
tor Joseph MeCarthy of Wisconsin—the televised Army-McCarthy hear- 
ings. They focused attention on issues and personalities which will prob- 
ably not be accorded again. 

This book is by a very competent reporter who frankly does not like 
Senator McCarthy, but it appears reasonably objective. Social psycholo- 
gists will find it useful. There is an adequate and serviceable index. And 
this index, by the way, raises a possibly interesting point. There are three 
index references to Senator Ralph Flanders of Vermont, outspoken enemy 
of the Wisconsin senator. In the cases of two of the three, there is no men- 
tion of Flanders in the text on the pages referred to. It would be interest- 
ing to know whether this is an error in the index or represents editing in 
press proof. 


American Demagogues. By Remuarp H. Lurnin. 368 pages including 
index. Cloth. Beacon Press. Boston. 1954. Price $5.00. 


Luthin presents here an excellent compilation of biographical and char- 
acter sketches of 10 American leaders whom he regards as demagogues—11 
such, if one ads Ma to Pa Ferguson of Texas. His other characters are: 
Huey Long, Joseph MeCarthy, ‘‘The Man’’ Bilbo, Vito Marcantonio, Al- 
falfa Bill Murray, James Curley, Gene Talmadge, Big Bill Thompson and 
Frank (I Am the Law) Hague. 

There is, of course, an enormous amount of controversial material here, 
but there is also an extraordinary amount of apparently reliable data, with 
37 pages of notes on sources. The author concludes with a brief and very 
illuminating chapter on ‘‘The Mark of Demagogue.’’ This book is of 
interest and importance to everybody concerned with social psychopa- 
thology. 


The Black Swan. By Tuomas Mann. 141 pages. Cloth. Knopf. New 
York. 1954. Price $2.75. 


The condensed and ironic plot of The Black Swan revolves about the un- 
requited love of a rather typical middle-aged widow for her son’s young 
tutor. Having passed the menopause, she feels unworthy; but later, grate- 
fully surprised by the reourrence of her menstrual cycle, she again sees her- 
self as the ‘‘complete woman’’ and worthy of a lover’s devotion. Ironically 
her ‘‘rebirth’’ is but the prelude to her death, the hemorrhage of a cancer- 
ous condition. 

Though of considerably less stature than the author’s earlier famous 
works, such as The Magic Mountain, and Doctor Faustus, this brief work is 
absorbing. 
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SIMON E. SOBELOFF, LL.B. Judge Sobeloff, graduate in law of the 
University of Maryland, was the chief judge of the Court of Appeals of 
Maryland, the highest court of that state, before he took office as Solicitor 
General of the United States in February 1954. Judge Sobeloff has been 
in private law practice or in publie service in a legal capacity for the last 
40 years. He has been city solicitor of Baltimore and United States attor- 
ney for Maryland. Civie service while in private practice includes the po- 
sition of impartial arbitrator of the men’s clothing industry in Baltimore. 
He conducted an investigation by court appointment into the failure of the 
Baltimore Trust Company, the largest bank south of Philadelphia; was 
counsel to the housing authority of Baltimore ; and headed the Commission 
on the Administrative Organization of Maryland, a body known as the 
**Little Hoover’’ Commission which was responsible for improvement in 
the Maryland budget system and in the state’s parole procedures, and for 
other corrective legislation. 


WINFRED OVERHOLSER, M. D. Dr. Overholser is superintendent of 
Saint Elizabeths Hospital, federal psychiatric institution in Washington, 


D. C. Born in Massachusetts in 1892, he attended college at Harvard and 
was graduated in medicine from Boston University. Following a residency 
in Boston, he was in the Massachusetts state hospital service from 1917 to 
1936, except for railitary leave for army service as a medical corps psychia- 
trist during the first World War. Dr. Overholser was commissioner of the 
department of mental diseases of Massachusetts when he was appointed su- 
perintendent of Saint Elizabeths Hospital in 1936. While at Saint Eliza- 
beths he has been professor of psychiatry at the George Washington Univer- 
sity School of Medicine; and, in Massachusetts, he taught at Boston Uni- 
versity Medical School. During World War II he served as adviser to 
the selective service system. 

He is a past president of the American Psychiatrie Association, a past 
president of the Academy of Medicine of Washington, D. C., and has been 
chairman of the committee on neuropsychiatry of the National Research 
Council. He has been a frequent contributor to various professional jour- 
nals, legal as well as medical. 


RUDOLF B. FREUND, M.D. Born in Breslau, Germany, in 1896, Ru- 
dolf Freund attended gymnasium and university there and received his 
medical degree from Friedrich Wilhelm’s-University, Breslau, in 1922. He 
served an internship at the University Hospital there, was later assistant 
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at the Robert Koch Institute for Infectious Diseases, and in 1925 joined 
the staff of the Charité University Hospital in Berlin where he became the 
head of the department for infectious diseases and head of the experimen- 
tal and clinical laboratories. He did clinical and experimental work and 
taught internal medicine in Berlin until Hitler’s ‘‘new order’’ was insti- 
tuted, when he left Germany. He then did experimental work in tropical 
diseases and chemotherapy in Holland, and left in 1935 for the Middle East 
to become consulting physician for the British administration there. He 
worked and traveled extensively in the Near East and North Africa. 

Dr. Freund came to this country in 1947 and joined the staff of Utica 
(N. Y.) State Hospital where he is now a supervising psychiatrist. He is 
married to Margaret S. Freund, D. D. S., also a member of the Utica State 
Hospital staff, and they have a six-year-old son, Ronald. Dr. Freund is a 
member of the American Psychiatric Association and other professional 
bodies and is president of the Mohawk Valley Neuropsychiatric Society for 
the current year. He is the author of more than 40 scientific publications. 


LOUIS LINN, M.D. Dr. Linn is in private psychiatric practice in New 
York City. He is a diplomate in both psychiatry and neurology of the 
American Board of Psychiatry and Neurology, and is trained in psycho- 
analysis. A graduate of the University of Pennsylvania, Dr. Linn received 
his medical degree from Rush Medical College of the University of Chicago 
in 1938. He has served in both the New York and New Jersey state hos- 
pital systems, training as a psychiatric intern at the New York State Psy- 
chiatrie Institute. His neurological training was at Montefiore Hospital, 
New York City, where he has since done volunteer research work in the de- 
partment of neurology. During World War II he served as an army neuro- 
psychiatrist and was overseas for nearly three years. Dr. Linn is the au- 
thor of numerous contributions to scientific journals, including previous 
contributions to THe PsycHiaTRic QUARTERLY. 


ROBERT A. WISE, M. D. Dr. Wise is assistant director of Craig Col- 
ony, the New York State institution for epilepties at Sonyea. A graduate 
in medicine of the University of Michigan, he has been with the New York 
State Department of Mental Hygiene since 1931. He served for six years 
at Willard State Hospital, then transferred to Rochester State Hospital in 
1937. He was still at Rochester when he was appointed assistant director 
at Craig Colony. He served nearly four years in the army during World 
War II and was chief of the neuropsychiatric section at the Regional Hos- 
pital at Orlando (Fla.) Army Air Base. 


WALTER HEUMANN, M. D. Dr. Heumann received his medical edu- 
cation in Germany. He left that country after the Nazis came to power. 
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He was in New York State service for four years, serving on the staff at 
Craig Colony, Sonyea, from 1948 to 1952. He is now in private practice. 


DANIEL B. SCHUSTER, M. D. Dr. Schuster, a graduate in medicine 
of the University of Wisconsin in 1943, is assistant professor of psychiatry, 
a full-time appointment, of the School of Medicine and Dentistry of the 
University of Rochester, Rochester, N. Y. He is a diplomate in psychiatry 
of the American Board of Psychiatry and Neurology and a member of the 
American Psychiatric Association and other professional organizations. 

Dr. Schuster interned in Milwaukee and Philadelphia, served a psychi- 
atric residency in Milwaukee and a residency in psychiatry and neurology 
at the University of Wisconsin Hospitals and V. A. Hospital, Mendota, Wis., 
before coming to New York State. He was on active service in the navy 
from 1944 to 1946 and is at present a member of the United States Naval 
Reserve Medical Corps. Dr. Schuster is active in professional and mental 
hygiene society affairs and is the author of a number of articles on profes- 
sional subjects in the psychiatric journals. 


HERMAN C. B,. DENBER, M. D. Born in New York City and grad- 


uated from New York University there, Dr. Denber received his medical 
degree from the University of Geneva in 1945. After a rotating internship 
and a residency in pathology, both in New York City, he engaged in pri- 
vate practice there from 1947 to 1950. In that year he joined the staff of 
Manhattan (N. Y.) State Hospital as a resident psychiatrist, became asso- 
ciate research scientist (psychiatry) in 1954, and became director of psychi- 
atric research at Manhattan in 1955. Dr. Denber is an instructor in psy- 
chiatry at the College of Physicians and Surgeons, Columbia University, 
and is the author of about 20 publications on neuro-anatomy, neuropathology 
and experimental psychiatry. 


SIDNEY MERLIS, M.D. Born in 1925, Dr. Merlis received his medical 
degree from Creighton University School of Medicine in 1948. He served 
as a research fellow at Creighton for two years. After a rotating intern- 
ship at St. Joseph’s Hospital, Omaha, Neb., he entered the navy and served 
as medical officer at the Mare Island Naval Hospital and later in the Pacific 
as medical officer on a naval transport. He received psychiatric training 
in the navy, at Central Islip (N. Y.) State Hospital, and at the New York 
State Psychiatric Institute. At present Dr. Merlis is a senior and research 
psychiatrist and is in charge of the electro-encephalographie laboratories at 
Central Islip State Hospital, 
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WALLACE HUNTER, M. D. Wallace Hunter, a graduate in medicine 
of Tulane University, is a supervising psychiatrist at Central Islip (N. Y.) 
State Hospital. Following graduation from medical school, he served a 
rotating internship at Charity Hospital, New Orleans, served two years in 
the navy as a psychiatric medical ward officer, and joined the New York 
State hospital system at Pilgrim in 1945. He became supervising psychia- 
trist at Pilgrim in 1950 and transferred the following year to Central Islip. 
He was placed in charge of insulin shock treatment at Central Islip in Aug- 
ust 1952. He opened the insulin shock and psycho-surgical rehabilitation 
unit at that hospital and is still in charge of it. He has been actively en- 
gaged in research for the last three years. 

Dr. Hunter’s wife is also a psychiatrist. They have seven children. Dr. 
Hunter is a member of the American Psychiatric Association and other pro- 
fessional organizations and has been active on the speaking bureau of the 
Suffolk County Mental Hygiene Association. He has numerous hobbies, 
including hunting, stamp collecting, raising and working bird dogs, gar- 
dening and various types of occupational therapy, including weaving and 
photography. 


BENJAMIN POLLACK, M. D. Dr. Pollack, born in Toronto, Canada, 
received his M. D. from the University of Toronto in 1929. He served as 
intern, house surgeon, lecturer in psychology and psychiatry, and as tem- 
porary head of the laboratory in the Barnert Memorial Hospital, Paterson, 
N. J. He was appointed medical intern at Willard (N. Y.) State Hospital 
in 1930 and transferred as senior assistant physician to Rochester (N. Y.) 
State Hospital in 1936, where he is now administrative assistant director. 
He is a member of many medical and professional groups in which he serves 
on various committees. He is a past president of the Finger Lakes Neuro- 
psychiatric Society. He is an associate in psychiatry at the University of 
Rochester School of Medicine and an assistant psychiatrist at Strong Me- 
morial Hospital, Rochester. He is the author of many articles in various 
medical journals, including THe PsycHiarric QUARTERLY. 


DONALD L. GERARD, M. D. Dr. Gerard is a research psychiatrist, 
at present with the New York University Research Center for Human Rela- 
tions. He was formerly with the United States Public Health Service as a 
research worker in the drug addiction field, and is now an attending psy- 
chiatrist at Riverside Hospital, a New York City institution for the treat- 
ment and rehabilitation of adolescent drug users. He has also served as 
consultant psychiatrist (associate research psychiatrist) of the New York 
State Mental Health Commission. 
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A graduate of the University of North Carolina in 1943, Dr. Gerard re- 
ceived his medical degree from the Long Island College of Medicine in 1947. 
He interned at the New York Polyclinie Medical School and Hospital and 
later served at Brooklyn (N. Y.) and Worcester ( Mass.) state hospitals. He 
was with the United States Publie Health Service from 1951 to 1953, dur- 
ing which period he was assigned to the addict research center at Lexing- 
ton, Ky., and later was director of the juvenile addiction project in New 
York City. Dr. Gerard’s particular interest is in research in the fields 
where psychiatry and the social sciences overlap. Several of his publica- 
tions reflecting this interest have appeared previously in THe Psycuiarric 
QUARTERLY. 


CONAN KORNETSKY, Ph.D. Dr. Kornetsky is a senior assistant scient- 
ist in the United States Public Health Service at the clinical center at the 
National Institute of Mental Health, Bethesda, Md. Until recently he was 
at Cold Springs Harbor Biological Laboratory, New York. Dr. Kornetsky 
is a graduate of the University of Maine, and he received his Ph.D, in 1952 
from the University of Kentucky. While doing graduate work at that uni- 
versity, he was an assistant research psychologist at the Public Health Serv- 
ice Hospital at Lexington, Ky., doing research in drug addiction, pain and 
analgesia. Before going to Cold Springs Harbor, he had been engaged in 


the adolescent opiate addiction research in New York City, of which Donald 
L. Gerard, M. D., was director. He is at present continuing research on 
the effects of drugs on personality. 
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DR. PLEASURE IS NEW MIDDLETOWN DIRECTOR 


Hyman Pleasure, M. D., for the last six years assistant director at the 
Edgewood division of Pilgrim State Hospital, Brentwood, N. Y., was ap- 
pointed director of Middletown State Homeopathic Hospital on August 1, 
1955 by Commissioner of Mental Hygiene, Paul Hoch, M. D. He succeeds 
Walter A. Sehmitz, M. D., retired July 31 after 41 years on the staff of 
the hospital. Dr. Pleasure has been in the state service since 1937, on the 
staffs of Dannemora, Central Islip and Pilgrim state hospitals. As is cus- 
tomary on the appointment of a new director, a picture and a brief bio- 
graphical sketch of Dr. Pleasure will be printed in the next issue of THE 
PSYCHIATRIC QUARTERLY SUPPLEMENT. 
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PUBLIC MENTAL HEALTH PROBLEMS TO BE DISCUSSED 


Mental health problems will be discussed in a number of the papers to be 
presented at the 83d annual meeting of the American Public Health Asso- 
ciation this fall. The association will conduct its sessions from November 


14 to 18, 1955 at the municipal auditorium, Kansas City, Mo., in conjune- 
tion with the meetings of 40 related organizations. Surgeon General Leon- 
ard A. Scheele, M. D., of the United States Department of Health, Eduea- 
tion and Welfare will be one of the speakers in the psychological medicine 
field, taking as his topic, ‘‘Mental Health—The New Frontier.’’ 
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RADO LEAVES PSYCHOANALYTIC CLINIC 


Sandor Rado, M. D., has retired as director of the Columbia Psychoana- 
lytie Clinie for Training and Research, and was succeeded on July 1 by 
Abram Kardiner, M. D. A leectureship in the department of psychiatry, 
College of Physicians and Surgeons, Columbia University, has been estab- 
lished in honor of Dr. Rado. 





GROUP PSYCHOTHERAPISTS TO MEET IN DECEMBER 


The American Society of Group Psychotherapy and Psychodrama an- 
nounces its mid-annual meeting, Eastern and Michigan Section, will be held 
at the Moreno Institute, 101 Park Avenue, New York City, on December 9 
and 10. Dr. Lewis Yablonsky of New York City is program chairman; Dr. 
Jules Masserman of Chicago is president-elect. 
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JOSEPH ©. YASKIN, M. D., NEUROLOGIST, DIES AT 64 


Joseph C. Yaskin, M. D., head of the neurology department at the Grad- 
uate School of Medicine of the University of Pennsylvania, and a widely 
known editor, writer and research worker, died in Philadelphia on August 
10, 1955 at the age of 64. Dr. Yaskin, born in Russia, received his medical 
education in this country, served in the army medical corps during World 
War I and worked with selective service in World War II, receiving cita- 
tions from both President Roosevelt and President Truman. He was well 
known in forensie medical circles and had appeared as a witness at many 
trials for murder in the Philadelphia area. He was assistant editor of the 
annual, Progress in Neurology and Psychiatry, considered a basic refer- 
ence work. He had been associated with Pennsylvania Hospital for 35 
years. 
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DEPARTMENT DISTRIBUTES NEW ‘‘PROBLEM”’ BOOKLET 


A new booklet, ‘‘Everyone Has Problems,’’ has been drawn by Joe 
Musial, artist of the Blondie strip, for distribution by the New York State 
Department of Mental Hygiene. The booklet, first presented to the public 
at the New York State Fair late this summer, covers common emotional 
problems as experienced by mother, dad, junior and big sister. They are 
members of a new cartoon family created by Musial for the purpose. The 
department is distributing limited quantities of the new booklet, which is 
in four colors, to recognized agencies and organizations in New York State. 
Single copies are free to anyone on request. 

The general thesis of the little pamphlet is ‘‘When emotional problems 
| vividly illustrated] get too big for you—you can take them to a psychia- 
trist or a MENTAL HYGIENE CLINIC.”’ 
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BARNARD OFFERS CLINICAL PSYCHOPATHOLOGY MAJOR 


A psychology major, emphasizing clinical psychopathology, made possible 
by the co-operation of a college and a psychiatric hospital and training in- 
stitution, and believed to be the first of its kind in this country, has been 
announced by Barnard College, women’s college of Columbia University, 
for this fall. It will involve clinical course work and experience on the 
floors of the Payne Whitney Clinic. The announcement states that the pro- 
gram was worked out by Oskar Diethelm, M. D., psychiatrist-in-chief of the 
New York Hospital and professor of psychiatry at Cornell Medical College, 
and Dr. Richard Youtz, executive officer of the Barnard psychology depart- 
ment. The Barnard students will have training in group rehabilitation work, 
research observations and clinical reports and will spend two half-day ses- 
sions a week at the Payne Whitney Clinic. 
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STONE TO DIRECT MULTIPLE SCLEROSIS RESEARCH 
Frederick L, Stone, Ph.D., has been appointed director of the medical 
and scientific departments of the National Multiple Sclerosis Society, it has 
been announced by President Ralph C. Glock of the national organization. 
Dr. Stone has been assistant for professional services to the vice chancellor, 
School of Health Professions, University of Pittsburgh, and has been serv- 
ing as a member of the executive committee of the medical advisory board 
of the multiple selerosis society. His primary responsibility is announced 
as the development of expanded medical and research programs, and he 

will also administer all the society’s research grants and fellowships. 
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PHYSICAL MEDICINE AND REHABILITATION RESIDENCIES 


The Veterans Administration announces a residency training program 
in physical medicine and rehabilitation for full-time career physicians at 
five Veterans Administration hospitals, including one in the Bronx and one 
in Boston. The announcement notes that physical medicine and rehabili- 
tation services in most Veterans Administration hospitals consist of five 
sections: physical, occupational, corrective, educational, and manual arts 
therapy. There are additional sections, including speech correction, at some 
installations. 














A Rorschach Training 
Manual 


By 
James A. Brussel, M. D., Kenneth 8. Hitch, 
and 


Zygmunt A. Piotrowski, Ph.D. 


With Color Illustrations of the Rorschach Cards 
Third Edition—Completely Revised and Greatly Enlarged 


This Third Edition of the State Hospitals Press’ previously 
untitled manual of the Rorschach method comprises the 
articles, ‘‘An Introduction to Rorschach Psychodiagnostics’’ 
by Dr. Brussel and Mr. Hiteh, and ‘‘A Rorschach Com- 
pendium’’ by Dr. Piotrowski. The Brussel-Hitch paper, 
originally printed in THE PSYCHIATRIC QUARTERLY 
in January 1942 for military use was first revised for this 
manual in 1947 to adapt it for civilian practice and was 
again completely revised in July 1950. Dr. Piotrowski’s 
‘*Rorschach Compendium’’ was written originally for the 
1947 edition of the manual and was completely revised and 
greatly enlarged for the third edition in July 1950. In its 
present form, it first appeared in THE PSYCHIATRIC 
QUARTERLY for July 1950. 


A price increase from 50 cents for previous editions to 75 cents 
for the present one has been necessitated by the enlargement of 
the book, as well as by increased costs of book production. 


86 pages and color illustrations Paper 1950 


Price 75 Cents 


STATE HOSPITALS PRESS UTICA 2, N. Y. 

















A PSYCHIATRIC WORD BOOK 


A Lexicon of Paychiatric and Psychoanalytic Terms—for Students of 
Medicine and Nursing, and Peyohiatrio Social Workers 


By RICHARD H. HUTCHINGS, M. D. 
Seventh Edition (April 1943) Revised and Enlarged 
Sixth Printing 
255 pages; pocket size; gold-stamped, ruby, waterproof, 
semi-fiexible, cloth binding 
PRICE $150 POSTPAID 


From Reviews of Seventh Edition— 


This very useful and convenient pocket-size lexicon . . . will be found to 
contain all the terms . . . that any one is — to need who reads psychiatric 
literature or speaks the language. —American Journal of Psychiatry 


A book which admirably fulfills its purpose. This new edition includes 
Rorschach terms and short biographical notices. 
—Amerioan Journal of Orthopsychiatry 


STATE HOSPITALS PRESS Utica, N. Y. 











SOCIAL AND BIOLOGICAL ASPECTS OF MENTAL DISEASE 
By 


BENJAMIN MALZBERG, Ph.D. 
New York State Department of Mental Hygiene 


Statistical analyses of the records of admissions to New York civil 
state hospitals provide a basis for study of these vital problems: 
the increase of mental disease; the relation of mental disease to age, 
sex, environment and marriage, nativity and race; expectation of life; 
the efficacy of insulin shock therapy. A valuable work of reference 
for the psychiatrist, the biologist, the sociologist and the statistician. 


Olothbound 1940 360 pages with index 
Price . - - $2.50 


STATE HOSPITALS PRESS 
Utica, N. Y. 
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